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Academic chapter
The academic chapter of the portfolio consists of five essays. The first two focus upon 
the therapeutic relationship and the specific contribution of the therapist or internal 
consultant to the process of therapy. The degree of overlap between the various roles 
of the therapist and internal consultant are explored and, indirectly these two essays 
touch upon the issue of the 'active ingredients' of therapy. Thus, they focus upon the 
professional end of the therapist - client partnership, whereby the term client may refer 
to an individual, couple, family, group or entire organisation.
The third essay concerns itself with developmental and life span issues, with particular 
emphasis being placed upon the later stages of adulthood. This essay is more 
conveniently placed at the client end of the therapist - client dyad.
The final two essays turn towards the issue of assessment, examining the approach of 
Clinical Psychology to meet the demands of a rigorous, reliable and valid psychological 
assessment. The combination of quantitative and qualitative techniques alongside 
skilled use of models and theories of cognition and behaviour, coupled to extensive 
psychological information result in a unique and valuable information source.
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Compare the part played by the therapeutic 
relationship in Gestalt Psychotherapy and Cognitive- 
Behavioural Models.
Introduction
Essential to the discussion comparing different priorities and degrees of emphasis upon 
the relationship between therapist and client within these two models of 
psychotherapy, will be an exploration of the concepts involved in each model's 
overriding philosophy of change and healing. The author assumes that the reader has a 
basic understanding of each model, and only those issues linked to the therapeutic 
relationship will be detailed at length.
Each model will be discussed separately, but points of similarity or difference will be 
highlighted as the essay unfolds. A summary of those comparisons will then draw the 
essay to a close.
Gestalt Psychotherapy Model
Zinker (1978) defined Gestalt therapy as the permission to be creative. So long as such 
creativity remains within the confines of ethical practice, the possibilities for different 
kinds of relationship between the therapist and client are many and varied. Peris (1947) 
introduced the idea that therapist and client grew by being actively present and 
engaged in the contact o f the therapeutic exchange, and validated the client's moment- 
by-moment experience. In a similar vein, cognitive behaviour therapists emphasise 
flexibility in their role selection.
Gestalt therapists regard the therapeutic relationship as the cornerstone upon which 
change is built. 'A Gestalt therapist does not use techniques; he applies himself in and 
to a situation with whatever professional skill and life experience he has accumulated 
and integrated.' (Peris, 1977). Beck (1990) has also highlighted the therapist's life 
experience as a part of therapist effectiveness.
Thus, within gestalt the therapeutic relationship provides an exploratory space for 
clients to discover themselves and during this process the therapist is also changed. 
The growth of the capacity for genuine relationship forms the core of the healing 
process and has been described by Hycner (1995) as a relationship characterised by 
dialogue - a dialogic relationship.
A Dialogic Relationship
Buber (1958) an existential theologian, proposed that the dialogue which occurs 
'between’ therapist and client is marked by two polarities, the 'I-Thou' and the 'I-It.' 
These are a reflection of the two primary attitudes which a human being can take in 
relation to others, and the world in general. The 'I-If relationship occurs when we turn 
others into objects. The I-Thou relationship is a stance of genuinely being interested in 
the person we're interacting with as a person. Both models assume the latter position 
in relation to clients. Clarkson (1990) has distinguished five variations on the I-Thou 
relationship: the working alliance, the unfinished (transferential) relationship, the 
reparative/developmentally-needed relationship, the 'real' or person-to-person 
relationship, and the transpersonal relationship. Although elements of each type of 
relationship can be found in both models, the gestalt emphasis is upon the person-to- 
person relationship, whilst cognitive behaviourists focus more upon the working 
alliance.
Contact
Human beings exist and define themselves in relation to their surroundings, to other 
people, other creatures and other ideas. Peris proposed that the self is not a stable, 
unchanging entity, but varies according to the different situations encountered. This is 
somewhat different from Beck's assertion that there are fairly stable personality styles, 
motivated to meet predominantly either achievement or affiliation needs.
Peris became critical of aspects of traditional psychoanalytic practice, and moved the 
emphasis of psychotherapy from transference and interpretation to here-and -now
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contact. He was one of the first analysts to sit face to face with clients for a part of 
each session. Consequently, the therapeutic relationship should be a meeting and a 
dialogue, an existential encounter between therapist and client in an equal exchange. 
Therapist and client meet person-to -person. Therapists simultaneously accept and 
affirm the client's feelings as valid in their own right in the current situation, whether or 
not they are also transferential. The need for co-operative dialogue between therapist 
and client is pivotal to Gestalt psychotherapy. Cognitive behaviourists similarly 
welcome the need for a collaborative relationship with clients.
As contact is the meeting between a person and some aspect of his environment, the 
contact boundary includes all of the five senses, which can take in information from the 
environment, as well as those skills which can make an impact upon the environment 
such as making sounds and being mobile. Contact is the means by which people not 
only survive, but grow and change. After each rich contact experience a person has a 
new, possibly surprising or different sense of himself (a new gestalt).
The therapeutic relationship promotes healing because there is a sharing of inner 
selves, a person to person contact. The therapist acts as a "resonating chamber" 
(Polster and Polster, 1974) for what is going on between himself and the client. By 
attending to and working with what happens in their current interaction the therapist 
amplifies it so that it becomes part of the dynamic of the therapy. Thus, here-and-now 
contact forms the foundation upon which the therapeutic relationship is built.
The therapist at first has greater responsibility for fostering the sort of atmosphere and 
relationship in which authentic person-to person meeting and communication take 
place. Once this is established, therapist and client are together responsible for co- 
creating a working partnership. Cognitive behaviour therapists similarly recognise that 
during the initial stages of therapy that the therapist may do more than half of the work 
during sessions. However, this should lesson and become equal as therapy progresses.
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Contact with the ’presenting problem(s)’
Gestalt therapists recognise the need to listen to and understand what a client’s 
presenting problem is 'saying' about this person's existence. Gestaltists believe that all 
parts of our existence, including our problems, are a part of us. Problems are not to be 
eliminated, but rather to be contacted, valued and integrated. There is a somewhat 
different position within Cognitive behaviour therapy, which lists thinking errors and 
biases and labels certain types of cognition as 'maladaptive.' Whilst such language is 
used to empower the client and liberate them from unhelpful ways of viewing 
themselves and the world, nevertheless cognitive behavioural therapists seek to 
establish with the client ways in which the client can successfully challenge, and 
ultimately weaken such cognition's. Instead of integrating such thinking as it is, the 
goal is to try to change it by conscious effort. Emotions tend also to be viewed as 
undesirable experiences that should be controlled.
Gestaltists argue that there are many levels of dialogue that we need to work with. 
(Remember that all five senses are involved in the contact boundary) Hycner, linking 
intrapsychic dialogue with the interpersonal stated that 'we need a 'dialogue' with our 
problems. Concurrently, this opens up a dialogue with others. As we open up to those 
parts of us we've disowned, that allows us to recognise our frailty and to be more 
compassionate with the frailty and vulnerability of others. Correspondingly, it allows us 
to withdraw our 'projections' from others, and truly meet them, not 'projection. to 
projection,' but person to person.' (Hycner, 1995, pp. 123-124)
Resistance
According to Hycner, resistance 'is contact with earlier defensive needs while
concurrently being interpersonal contact Resistance is contact with, not merely
contact against. It is not a direct 'meeting,' but rather a defensive and markedly 
delimited contact.' (Hycner, 1995, pp. 137-138). The challenge to the therapist is to be 
able to meet, and establish contact with the client at the point of his resistance. It is a 
task that, hopefully may become the shared venture of therapist and client.
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Therapist Responsibility
Alongside developing the therapeutic relationship, the therapist's task is to facilitate the 
client to develop her own awareness and make contact with herself as she actually is. 
For this to happen the therapist initially carries (and this may last for some time 
depending upon the needs of the client) greater responsibility for creating the sort of 
atmosphere and therapeutic space in which real, person to person contact can take 
place. This demands considerable awareness, self-knowledge and responsibility from 
the therapist.
Hycner, compassionately describes the human limitations of the therapist as 'a meeting 
point' which needs to be embraced if the client is to trust and take risks during the 
therapeutic journey. (Hycner, 1995, pp. 136) Cognitive behaviour therapists also 
recommend that therapist's role model problem solving techniques in front of the client 
when they make mistakes. Linehan (1987) argues that the best therapists know what 
their limitations are and stay within them.
The presence and perspective of the therapist is essential as the hearer of the problem. 
This requires letting the 'voice' of the problem resonate within the therapist. The 
therapist needs to be able to listen to the problem at a deeper level than the client is 
currently able to. The task o f the therapist is to 'translate' the message o f the problem 
into a language that is comprehensible to the client. Likewise, cognitive behaviour 
therapist's listen out for the clients underlying beliefs and probe to discover the early 
maladaptive schemas which underpin the client's presenting problems. They too 
'translate' the original problem, this time within the cognitive behavioural framework in 
order to provide the client with a new understanding.
Gestalt therapy paradoxically is focused on increasing awareness of what is as opposed 
to helping the client change. In Gestalt the empowerment occurs through the process 
of the client becoming increasingly aware and interested. The Gestalt approach does 
not support the view that the therapist has sole access to the truth about the client. 
Therapists are willing to be questioned, confronted and challenged. Similarly, cognitve
6
behaviour therapist's play down the role of expert and facilitate collaboration by use of 
socratic dialogue.
Countertransference
Countertransference is usually understood to be the therapists 'emotional attitude 
toward his patient, including the response to specific items of the patients behaviour' 
(Rycroft, 1972/1979: 25). Countertransference to the client can be destructive when 
based on the therapist's own unfinished business. In this way it can be the therapists 
contribution to lack of genuine here-and -now contact with a client. It is vital for the 
therapist to learn to distinguish between their here-and-now reactions to the client, 
their reactions to the client which are based on their own unfinished business and 
reactions with are evoked by the clients projection on to them. Within cognitve 
behaviour therapy, therapists are encouraged to examine their own thinking and to 
complete a dysfunctional thought record to identify their own vulnerabilities.
Presence
In order to be present, the therapist needs to be 'as fully available to the other person 
as possible, at this very moment- without interfering considerations or reservations.' 
(Hycner, 1995; pp 97-98) The therapist needs to enter the experiential world of the 
client, and to understand the resistant parts of a client's personality. Only then can a 
genuine relationship be built. When the therapist accepts the client for 'being' as they 
are. (Hycner, 1995, pp. 127)
Buber suggests that the therapist must be fully present and yet concurrently be able to 
reflect on what is experientially occurring at that moment. He must maintain a 
'detached presence.' The psychotherapeutic process demands that both the 'subjective' 
and 'objective' dimensions of existence be masterfully blended.
Being fully present requires that the therapist suspend his judgements as to what the 
client should bring up, or even what direction the therapy is supposed to go. This 
means staying moment by moment with whatever emerges. This is in stark contrast to
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the agenda setting style of cognitive therapy, even when this is undertaken 
collaboratively.
Inclusion
The therapist who is grounded in their own being, and yet is able to alternate between 
their own centre and go over and 1)6' with the client in their existence, is practicing 
inclusion. Such inclusion comes before the therapist's genuine ability to confirm the 
other's existence. One of the prime tasks of the therapist is to practice inclusion and 
provide confirmation of the client's self and their existence as it is.
Trust
Both therapist and client need to trust each other if a working alliance is to be 
established. Such trust is fundamental to the success of both models. The client, at the 
start of therapy, needs to recognise the unbalanced nature of her relationship with the 
therapist. It may even be that such humility is essential for genuine healing to occur. As 
therapy progresses over a number of sessions, the client gains emotional resources, 
security and freedom, and the therapist comes to be seen more and more as a "real" 
person. The skill of the therapist lies in finding the balance between accepting the 
client's self definition and presenting him with an ever-widening range of choices.
'A solid working alliance is necessary for success in dealing with resistance. It is here 
that all the 'credits' built up in the relationship will be called upon. Ultimately it is the 
trust in the therapist, and the relationship, that establishes a bridge across the seeming 
chasm of resistance. The trust in the relationship is what gets both through the 
moments o f mis meeting.' (Hycner, 1995, pp. 137)
Ending
The ending of the therapeutic relationship is explored at length in gestalt 
psychotherapy, because it is believed that satisfactory termination of the therapeutic 
relationship can retrospectively help heal incomplete good-byes of the past.
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Cognitive Behavioural Psychotherapy
The cognitive model proposes that underlying beliefs and early maladaptive schemas 
are responsible for the client's presenting difficulties such as anxiety and depression. 
The therapist's hypothesis about the underlying mechanism, guides the selection of 
treatment techniques, and involves the therapist educating the client to the 
consequences of his central irrational belief, as well as teaching strategies for solving 
these problems which at the same time facilitate some adaptive change in the 
underlying dysfunctional beliefs. The idea that changes in cognitions and/or behaviour 
can produce changes in mood, is central to cognitive behaviour therapy. The 
interdependence of these components means that interventions directed at one 
component appear to create changes in all the components.
According to Beck, a positive therapeutic relationship is 'necessary but not sufficient' 
to ensure successful therapy. (Beck et al, 1979) Cognitive behavioural therapists tend 
to regard the technical interventions as the 'most active ingredients' of the therapy. 
However, Safran (1984) has argued that cognitive behaviour therapies would benefit 
from making the client's interpersonal issues a central area of exploration in therapy, 
rather than continuing with the view that the therapeutic relationship should really only 
be discussed with the client when obstacles to client progress have been identified in 
this area. Safran et al (1990) suggest that the client brings dysfunctional interpersonal 
relationship schema into the therapeutic situation that are reactivated during therapy. If 
the therapist responds in a manner that confirms the schema, the cycle is maintained or 
even made worse. If, on the other hand, the pattern is recognised and the client's 
negative feelings toward the therapist are examined, it is possible to disrupt the cycle 
and assist the client to gain a better grasp of his or her pathogenic ideas. Negative 
client sentiments, avoidance, or even high levels of compliance may be signs of 
disruption in the alliance. Thus, the therapist should attend carefully to these signals 
and provide support and empathy for the client in order for him to bring these 
conflicted feelings into full awareness.
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The Working Alliance
Bordin (1979) has identified three major parts of the working alliance : (a) bonds- 
which refers to the degree of affinity or liking between therapist and client (b) goals - 
which refers to the aims of both therapist and client (c) tasks - which are activities 
carried out by both therapist and client.
Cognitive behavioural therapists emphasise the collaborative nature of therapy by 
paying considerable attention to establishing a working alliance with the client. This 
depends upon such 'non-specific' relationship factors as warmth, accurate empathy, 
unconditional positive regard and genuiness. Client feedback is regularly solicited by 
the therapist, and helps to maintain rapport, trust and collaboration. Such a co­
operative relationship is often regarded as the hallmark of successful cognitive 
behavioural therapy. Thus, cognitive behavioural therapist's take their client's point of 
view seriously and downplay their role as an 'expert' and stress the importance of 
mutual work toward discovery and positive change (Beck et al, 1979)
It is important for therapist and client to work collaboratively toward clearly 
identified, shared goals. Such goals should be workable and operationally defined. 
Mutually agreed upon goals are most likely to minimise non-compliance and power 
struggles which may occur, particularly with personality disordered clients. In order to 
identify such shared goals it is important for therapist and client to arrive at a definition 
of the client's problems and for them to negotiate a shared conceptualisation of the 
client's problem. When working towards this conceptualisation, it is important for the 
therapist to use, wherever possible, the client's language and concepts, particularly 
when providing alternative explanations of their problems.
Effective cognitive-behaviour therapy depends in part on each participant clearly 
understanding their respective responsibilities in the therapeutic endeavour and upon 
each agreeing to discharge these responsibilities in the form of carrying out therapeutic 
tasks. Therapist and client should ideally be working together as a team. However, 
collaboration does not always have to be 50-50, and at the initial stages of therapy, the 
therapist may need to do more than half of the work. But, that pattern must change
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throughout the course of therapy, with the patient assuming more and more 
responsibility within the therapy.
Overall, it appears that the therapist has to communicate to the client the important 
links between therapy-specific tasks and the overall goals of treatment and maintain an 
awareness of the clients commitment to these activities and effectively intervene if non- 
compliance is present.
Socratic Dialogue
Cognitive behaviour therapists use indirect questioning, which they believe will lead 
the client to a particular conclusion. This necessitates the clients active participation 
and problem solving skills. Socratic dialogue involves the therapist asking thought 
provoking questions with the intent of getting the client to re-evaluate some of his self- 
defeating ideas and misperceptions. Such questioning is used to help the client arrive at 
his or her own solutions to the problems.
Resistance / Non-compliance
Cognitive behaviour therapists take a problem solving approach to instances of non- 
compliance. Like Gestalt therapists, they do not interpret 'resistance,' instead they use 
the same methods to deal with it as they do with other problems. 'Episodes of non- 
compliance can provide an opportunity to identify issues that are impeding progress in 
therapy, so that they can be addressed and become grist for the therapeutic mill.' (Beck 
et al 1990, pp356) A clients reactions to the therapist within the therapeutic 
relationship provide the therapist with the opportunity to do in vivo observation and 
intervention. Such a focus on the interactions between therapist and client have a 
strong impact because of their immediacy and the highly emotionally charged nature 
of the work. (Goldfiied, 1985; Safran and Greenberg, 1986).
The way in which a client understands or explains to himself the therapists behaviour 
during therapy may 'open windows into the patient's private world' (Beck et al 1990, 
pp65). The assumption is that the patients behaviour with the therapist is similar to his
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behaviour with others and that interactions with both the therapist and with others are 
driven by the patient's central underlying problem.
If patient reactions are not explored, these distorted perceptions will continue and may 
jeopardise the working alliance. In the same vein, resistance and transference are dealt 
with directly in terms of underlying dysfunctional beliefs, therapist factors (e.g. lack of 
understanding, insufficient explanation for the homework task), or lack of agreement 
on the aims, purposes, and the goals of therapy (Beck et al., 1979). It is crucial that 
both client's and therapists arrive at a shared understanding of the client's most pressing 
problem, and agree upon the action plan to undertake.
Having feedback as part of every therapy session is designed, in part, to maintain a 
good relationship between patient and therapist and to prevent automatic thoughts 
from persisting uncorrected. A sympathetic elicitation of the client's thoughts., 
followed by way of questioning and direct, honest feedback, will be useful for 
establishing rapport.
When working with personality disordered clients, therapist's may take on the roles of 
friend and advisor at times. As Beck and his colleagues state 'much of the therapist's 
role consists of drawing on his or her own life experiences and wisdom to propose 
possible solutions to problems, as well as to educate the patient to regarding the nature 
of intimate relationships.'(Beck et al, 1990, pp 66)
Countertransference
'The therapist's feelings and behaviours in response to the patient can yield important 
information, both about the patient's effect on others and about the patient's underlying 
irrational beliefs.' (Persons, 1989, pp 164) However, the therapist should be able to 
observe the relationship as well, so that he is not overwhelmed by his feelings. 
'Without distance, the therapist risks becoming another player in the patient's drama.' 
(Persons, 1989, ppl64). The therapist also needs to be aware of the possibility of 
holding the same dysfunctional idea as the client, such as 'things are hopeless'. In which
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case, if left unchecked such a blending of beliefs will feed into the client's hopeless 
ideas and beliefs.
Therapist Responsibility
Therapist reactions to their clients are unavoidable. It is therefore important for 
therapists to be aware of their responses to client's to make sure that they do not 
impede therapeutic work. In order to obtain distance on their reactions, the therapist 
may use cognitive techniques such as the Dysfunctional Thought Record (Beck, Rush, 
Shaw, and Emery, 1979) or consult a colleague.
Cognitive-behaviour therapists need to be able to manage the therapeutic relationship 
effectively, and to use their personal reactions in the process of treatment. This 
requires cognitive therapists to be 'sensitive observers of their thoughts, feelings, and 
beliefs.' (Beck et al 1990, pp252) They must also develop the skill of using carefully 
timed, selective self-disclosure of their own reactions to the client, as this provides 
useful feedback for the client as well as fostering intimacy. In order to do this 
effectively, it is essential that they are fully aware of the vulnerabilities that they bring 
into the therapeutic relationship.
One of the major tasks of the cognitive behavioural therapist is to encourage the client 
to try out new ways of thinking and behaving, and reinforcing the client's attempts at 
them (Goldffied and Robins, 1983) In order for the therapist to become a source of 
reinforcement, the therapeutic relationship must be established. This is achieved by 
establishing rapport with the client, by using reflection, praise, ingratiation and self 
disclosure. (Egan, 1975). If the therapist makes a practice of discussing a client's 
expectations and concerns before each change is attempted, this is likely to reduce the 
client's level of anxiety regarding therapy and improve compliance. Until the client 
experiences symptom relief and begins to feel better, the client's attachment to the 
therapist will be crucial in maintaining their commitment to the therapeutic endeavour. 
Wessler and Hankin-Wessler (1986) consider therapist flexibility, what Kwee and 
Lazarus (1986) beautifully describe as 'the authentic chameleon' a vital part of
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adopting a therapeutic style that suits the client and promotes change. By being 
flexible, for instance by allowing client's some say in what gets discussed during the 
therapy hour, therapist's display their character and willingness to collaborate. 
Throughout the therapy process the therapist should use the working relationship 
flexibly by assuming a role that fits with the client's expectations, so long as this does 
not reinforce the client's psychological problems. The therapist will often adopt a 
number of roles depending upon where the client is in the problem-solving process. 
Patient's with different problems need different types of relationships with their 
therapists. This highlights the need to obtain a formulation as early as possible in the 
therapy process. Such roles range from educator, provider of feedback to active 
consultant. Overall, the relationship is active with individual problems specified, 
alternatives looked at and tried out, and a time for review of the experience built in. 
Ultimately, the cognitive behaviour therapist needs to be a 'skilled artisan' (Kwee and 
Lazarus, 1986, pp331) who can creatively use their scientific knowledge to the best 
effect with each client. Part of the artistry of cognitive therapy resides in presenting 
hypotheses using a variety of styles, including metaphors and anecdotes. Such 
ingenuity also help the relationship become a 'human educational experience.' (Beck et 
al 1990, pp64).
The cognitive behavioural therapist needs to teach client's about how beliefs and 
attitudes influence affect and behaviour, whilst fostering their attempts at behavioural 
experiments designed to promote adaptive cognition's. Thus, they need to be 
supportive of the client's efforts, whilst highlighting problems, focusing on important 
issues and suggesting and rehearsing specific cognitive-behavioural techniques. 
Therapist's must also be able to confront their clients when they break the agreed rules 
of therapy, whilst maintaining an atmosphere of respect and concern.
Summary and Conclusions
All effective therapies rely on the development of a constructive relationship between 
the client and therapist (Strupp, 1973). Maybe this is because, as Beutler (1983) has
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argued, all approaches to psychotherapy can be viewed as a process of persuasion: 
cognitive behaviour therapist's aim to persuade clients to re-evaluate and change their 
dysfunctional cognition's and bring about 'a central cognitive change' (Guidano and 
Liotti, 1983) which involves the re-structuring of the client's attitude towards 
themselves. While gestalt therapist's persuade people to become self aware and 
accepting of who they are. According to Gestalt therapists ^ when the client identifies 
and reintegrates 'the problem' this inevitably begins the process of healing.
Such a difference in therapist's understanding of therapeutic change can be identified 
from the therapist's attitude towards the client's presenting problem, and from the 
emphasis within therapy of moment by moment experience versus a more structured 
and agenda orientated approach. Whilst gestalt therapist's use techniques from within 
the context of the relationship cognitive behaviour therapist's use the formulation to try 
out different predictions. Gestalt therapist's place the therapeutic relationship at the 
centre of the healing force within therapy, and it's impact is explored frequently within 
sessions. Cognitive behaviour therapists recognise that the therapeutic relationship is 
important, especially the therapist's worth as a reinforcer. However, the relationship is 
only really appreciated as a vehicle from which techniques can be used. It's impact is 
usually only explored when difficulties arise.
However, although there are many differences between the two approaches, this may 
in part result from differences in terminology. For, as far as the therapeutic relationship 
is concerned there are also a fair number of similarities between the two approaches. 
Both models, regardless of the specifics of the current moment or the role assumed by 
the therapist rely upon an overarching principle of professional distance. Thus, Buber 
talks of the need for a 'detached presence' whilst Persons stresses the importance of the 
therapist being in a position to observe the relationship. Such professional distance 
enables the therapist to challenge or confront the client as well as providing the 
support necessary for the client to experiment with new behaviours.
Both models value the therapist as a skilled artisan, recognising both the objective and 
subjective nature of the work. The need for flexibility is openly acknowledged in each
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approach, especially the therapist's creative and judicious use of self disclosure. 
Collaboration is sought after in both models, and a sliding scale of therapist workload 
is anticipated as the therapuetic journey unfolds.
Niether model assumes expert status above the client's own understanding of their 
difficulties, therapist's value and work with the client's own perception of their 
problems even though professional confidence is obtained from their respective 
trainings Both models embrace the limitations of the therapist and see this as useful for 
the client to witness. Another similarity is that both approaches regularly solicit client 
feedback, and niether model interprets resistance. Thus, it would seem that both 
models value and cultivate the therapeutic relationship, even though their reasons for 
doing so may differ.
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The role taken by the internal consultant is no 
different from the role taken by a therapist. Discuss.
In this essay, the similarities and differences between the roles of a therapist and those 
of an internal consultant will be examined. Before doing so it would be helpful to 
define the terms "therapy" and "consultancy".
Therapy : what is it ?
Therapy in Western cultures has many meanings. Whilst there are differences among 
various schools of therapy, based upon the type of technique used, the nature of the 
goals, and the mutual expectations of both the therapist and the client, they also have a 
number of features in common. The term "therapy" in this essay will refer to the 
following non-specific factors found in many therapies : the systematic observation of 
behaviour, history taking and the identification of recurring patterns in the clients 
behaviour, and an evaluation of the intervention. The entire process requires a 
"working alliance" between both parties, involving values such as trust, rapport and 
feeling safe. As well as there being many schools of therapy, there are many client 
groups to which they can apply. In order to meet the aim of this essay I will focus upon 
work with adult clients visiting a psychology department for help with any 
psychological disorder.
Cockman et al (1992) regard therapy as "a specialised form  of consultancy which 
tends to be used with people who have personal problems which they find difficult or 
impossible to solve on their own". Thus, the therapist tends to work with individuals, 
couples, groups or families who have identified personal problems that they need help 
with. The therapist uses his skills and knowledge about human behaviour to examine a 
client's history and to look at their life with them. An involved-yet-detached 
relationship facilitates progressive emotional disclosures, and "it is what the patient has 
been enabled to say to himself which is self authenticating". (Cox, 1978).
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Consultancy : what is it ?
Brunning and Huffington (1990) define consultancy as "a direct or indirect process 
enabling individuals, groups or organisations to fulfil their role, function or task 
better". The responsibility for the fulfilment of these roles, functions or tasks remains 
with the client requesting consultation, whereas the consultant is accountable for the 
consultancy process. Unlike a therapist, the consultant deals with a work related issue 
broader than the management of an individual case. There are several models of 
consultancy, the purchase model, the Doctor- patient model and the process model. 
The emphasis of this essay will rest upon the latter model. In particular, the work of 
Campbell and his colleagues (1991) using their systemic approach to consultation. 
They describe this approach as follows "we have learned to describe and examine 
patterns of beliefs and behaviour around specific tasks and the effect of these patterns 
on relationships and communication throughout the organisation" and " we believe 
that organisations change when people's perception of beliefs and behaviour 
changes. Our understanding of the organisation allows us to have conversations 
which lead people to make that change".
The consultant draws upon his or her skills and knowledge about the process of 
change to participate in a mutual exploration towards an understanding of the meaning 
of the problem for the organisation as a whole. The consultant's position within the 
system offers a different perspective from that of the client, even though he 
acknowledges that he is part of this co-created observing system. Both therapists and 
consultants benefit from being a part of a further system of consultancy from a 
colleague inside or outside the organisation, which enables them to maintain a sense o f 
difference.
External consultancy involves consultancy to individuals, groups, or organisations 
outside the organisation of which the consultant is member. Internal consultancy 
involves consultancy to individuals, groups, or the whole organisation of which the 
consultant is also a member. The internal consultant can offer local knowledge and 
come in from a grass roots level. They may even identify the need for consultancy early
20
on, which may facilitate the development of a large base of support for change within 
the organisation. Because public sector organisations are increasingly looking within 
for help with organisational problems, only the work of internal consultants will be 
considered here.
Within any system there are five levels at which consultancy can occur, ranging from 
the individual client to the entire organisation ! Between these extremes lie the inter­
personal, intragroup and inter-group levels. In order to work effectively with such 
diverse client systems the consultant needs to possess various skills and be comfortable 
assuming different roles throughout the day depending upon which stage in the 
consultancy cycle they are at. Before describing the consultancy cycle, it will be useful 
to characterise the various roles that both therapists and consultants may have to 
assume, and to outline the skills they possess.
Role descriptions
Steele (1969) draws an interesting analogy of the consultant’s roles as being like those 
of a fictional British detective ! Both have only a temporary involvement in a system, 
during which time they focus upon gathering evidence and trying to solve the puzzles 
which it represents. There is the stimulation of working on several cases at once, and 
the potential for "dramatics". I would argue that the same could be said of the 
therapist's working life.
Menzel (1975) has listed a wide range of skills which he believes a consultant may 
employ during the process of planned change, ranging from being a researcher to a 
role model. There is not space to list all of the 25 skill areas here, however, it will be 
relevant to mention the four key roles that involve those skills. They are educating, 
diagnosing, consulting and linking roles. Therapists may not need to possess some of 
the skills listed by Menzel, however the broad role definitions are as applicable to the 
therapist as they are to the internal consultant.
Lippitt and Lippitt (1986) have also examined the many roles of the consultant, and 
identify the level of consultant activity involved during the consultation as pivotal in
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determining the role they assume at any particular time. (See figure one below) During 
the course of individual therapy the therapist will also vary in the degree to which they 
are non directive, depending on the model they use and the demands of the therapeutic 
situation.
Figure one : directive and non directive roles (From Lippitt and Lippitt. 1986, 
PP61)
Multiple roles of the consultant
Identifier of
Objective Process Fact alternatives Joint Trainer/ Information
Observer Counsellor finder and Linker problem Educator specialist Advocate
resources solver
CLIENT
CONSULTANT
Non directive
Level of consultant activity in problem solving.
Directive
Raises
questions
for
reflection
Observes 
problem 
solving 
process 
+ raises 
issues
Gathers 
data and 
stimulates 
thinking
Identifies 
alternatives 
+ resources 
for client + 
helps assess 
consequences
Offers Trains 
alternatives client 
+ participates 
in decisions
Regards, 
links, + 
provides 
policy or 
practice
Proposes 
guidelines, 
persuades, 
or directs 
in the
decisions problem
solving process
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By relating this framework to the various models of consultancy, we can see that the 
purchase model rests heavily on the directive end of the continuum, whilst the doctor- 
patient model moves from the directive end into the joint problem solver role. Systemic 
consultation is uniquely placed at the non directive end of the continuum, possibly 
reaching the identifier role. The strength of being less directive lies in the organisation 
being actively involved in the change process, and becoming self-reflective. "In this 
way, the organisation will continue to solve new problems in future moments in time, 
by reflecting on the relationships among the many beliefs and actions in the 
organisation". (Campbell et al, 1991).
Skill descriptions
There is a huge degree of overlap between the skills of the therapist and those of the 
consultant. Any differences tend to be a matter of emphasis rather than exclusion. The 
core skills that a therapist or a consultant must have in order to work effectively are as 
follows. Firstly, an awareness of your own strengths and weaknesses and the influence 
they have on others, alongside a plan for self-development. Being able to deal with 
your own feelings is a component part of knowing yourself.
If you are able to deal with your own feelings, you are much better equipped to deal 
with other people’s feelings. Change impacts people in a variety of ways, ranging from 
anger and threat at one extreme to excitement, satisfaction and happiness at the other. 
Whatever the feelings aroused, you will need to be able to facilitate people's 
awareness, their acknowledgement, exploration and acceptance of them.
Therapists and consultants both need excellent interpersonal skills so that they can 
establish rapport with the client. Only when they trust you and feel comfortable will 
they reveal their thoughts and feelings. You will then need to be able to listen to them 
and to understand their experience, as well as being able to express your ideas to a 
wide range of audiences.
Observation and feedback skills are another building block for both therapist and 
consultant alike. "Respectful curiosity", hypothesising and circularity are the key terms
23
for this process within systemic approaches. Noting the significance of something 
observed and relating it to a theoretical framework should be a hallmark of good 
practice. Forming working hypotheses, and identifying evidence for or against them 
should form a continual feedback loop that the professional can work with. Being able 
to decide when and how much of your formulation, as well as how to convey it are 
other components of giving feedback which can be used to maximum effect. It is 
essential that the client regards the therapist or the consultant as neutral, so that they 
feel safe to explore new ideas.
Knowledge of how people learn is essential to the therapist and consultant. However, 
the consultant will also need a sophisticated level of problem solving and team building 
skills. Flexibility of thought and creativity will be useful when applying their knowledge 
to a variety of client groups, each with their unique needs at different stages in the 
consultancy process.
Identifying the 'real client' is a task for the therapist and consultant alike. However, for 
the consultant it is particularly useful to think about 'client systems'. Revans (1980) 
suggests answering the following questions to facilitate this process : who knows ?, 
who cares ?, and who can ?. It is important to detect all the parts of the client system 
before you get too far into your intervention. To omit a key player can undermine the 
effectiveness of any intervention you might hope to introduce to the system.
Knowledge of group process is essential for consultants and therapists working with 
groups. However, for the consultant (unless their task is to examine and work with 
group process alone) the need to be aware of how relationships and behaviour are 
affecting the problem under examination may be a factor to bear in mind rather than to 
directly work with.
Whilst therapists may use a wide range of assessment measures, including 
psychometric measures and interviews, consultants may also need to draw upon whole 
group or sub-group exercises, group discussion and reflective discussion. During a 
reflective discussion the two consultants talk about the way in which their thinking 
about the experience of the consultations so far is affecting their hypotheses. The
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participants are asked to listen and observe, but not to participate at this stage. In 
addition, each consultant tries to comment on the views of the other, so that the 
discussion connects ideas in a new way. It is important that the discussion represents 
different points of view. After 5 or 10 minutes the consultants invite the participants to 
comment on what they learned from the experience of listening to the consultants 
discussion. These challenges will create some tension within the interaction between 
the consultant and clients, and between the clients. The impetus fo r change derives 
from the tension that takes place in a context of respect and safety.
In order to work with problems at the organisational level the consultant will need to 
be familiar with models of organisations and organisational behaviour. It does not fall 
within the scope of this essay to examine such models in detail. However, in order to 
highlight the issues pertinent to the consultant, a brief outline will be made of two 
models. The organisation diagnostic model divides organisational activities into the 
following equally important interdependent parts : purpose and tasks, structure, 
people, rewards, procedures and technology. All the parts are critical to organisational 
success: the symptoms of a problem may show in one part, but some of the causes 
might lie in others. Whereas the group working model divides the organisations 
activities into the following three categories : the task, the systems and procedures, and 
the process. No matter how many people are involved, the age of the organisation, 
the time available or the complexity of the task, the model proposes that these three 
strands of activity are always involved in moving from the start to the completion of 
whatever the undertaking was by two or more people. Both these models enable the 
consultant to categorise the data available during the diagnostic phase of their work. 
The essential additional knowledge and skill that a consultant must have, is that of the 
stages in the life cycle of an organisation. Just as the therapist appreciates the different 
challenges faced by a client depending upon their stage in the life cycle (Erickson, 
1963) the consultant considers whether the organisation is in it's pioneering, 
systematisation or integration phase. Such developmental stages assist consultants 
during the planning stage of their interventions.
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Throughout both therapy and consultation, especially during the implementation stage, 
therapists and consultants need to maintain their belief that the client, whether an 
individual or an organisation can change. This may be tested at times during individual 
therapy, how much more so when dealing with a large client group ! Cockman et al 
(1992) describe the following personal characteristics that a consultant needs in order 
to keep going. "A consultant needs a positive self-image and enough self-confidence, 
skill and ability to retain it in the face of adversity".
The consultancy cycle
A number of writers have outlined the stages involved in the consultancy process (See 
Brunning et al, 1990., Cockman et al, 1992., Lippitt and Lippitt, 1986). and these have 
been listed below in table one
Table one: stages in the consultancy cycle.
Brunning et al (1990) Cockman et al (1992) Lippitt + Lippitt (1986)
Scouting _____
Entry
Engaging in initial contact 
and entry
Gaining entry
Contracting
Formulating a contract and establishing a 
helping relationship Contracting
Data gathering Collecting data
Diagnosis
Identifying problems through 
diagnostic analysis
Making sense of the data and 
diagnosing the problem
Planning
Setting goals and planning for 
action
Generating option, making 
decisions and planning
Intervention
Taking action and cycling 
feedback
Implementing the plan and 
taking action
Evaluation
Withdrawal
Completing the contract. 
(Continuity, support and 
termination).
Disengaging
— Follow up
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When discussing the consultancy cycle from now on, I will be referring to the 
Brunning et al (1990) stages as they considered the context of the referral prior to 
agreeing to work with the organisation, as well as creating concise and logical stages. 
Such stages are equally applicable to the work of a therapist. What is likely to differ 
significantly are the roles assumed, the intervention decisions made and the subject 
matter under exploration. I will now use this framework to consider the similarities and 
differences between a consultant and therapist at each of the stages in the cycle
Scouting
At this stage the consultant decides whether or not to ’enter’ the system. This may 
involve negotiating legitimacy for internal consultancy within the current context of an 
organisation, and assessing the constraints placed upon their autonomy. Being curious 
about the way in which an initial request is framed can provide useful information for 
both therapist’s and consultants. Usually, the therapist receives the request from a 
professional acting on behalf of the client, whereas the consultant is likely to receive 
the request from some part of an organisation (possibly acting on the behalf of another 
part within the organisation !). In both situations the consultant and therapist will 
assess the situation against specified criteria and decide how to proceed from there. 
Whilst the "client" involved in each case may be very different, the process of scouting 
appears similar especially if face to face contact is arranged with the client to involve 
them in this preliminary exercise.
Entry
Entry into a system involves establishing a collaborative relationship with the client as 
a basis for further involvement. For both consultants and therapists this will involve 
building rapport, trust and creating a safe space in which to discuss the issues. 
Fundamental to this stage (and important at all others !) is the professional's 
"neutrality", which should be being communicated to the client either explicitly or 
implicitly.
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In order to engage in systemic consultancy, the consultant will need to involve all 
participants in the problem-determined system in a co-evolving process in which the 
consultant with "respectful curiosity" can ask people about their view of the problem 
(Cecchin, 1987). The consultant therefore, tends to have a greater number of clients to 
bear in mind, and because of this knowledge of group dynamics and group process are 
routinely called upon.
Contracting
Good contracting involves open discussion of what the expectations are and how they 
are to be achieved. It may involve the discussion of boundaries, confidentiality and 
who will do what. It is essential that consultants and therapists develop "mutual" 
contracts with their clients, for if an important player is left out at this stage they may 
well sabotage any efforts later on. Typically, therapists work with individuals, couples, 
families or small groups. It would seem that the smaller the number of identified clients 
in the system the more straightforward this process should be. As well as possibly 
dealing with larger groups, consultants may need to build more formal contractual 
arrangements into this process, such as : what service or activity they will deliver, what 
the time-scale is for the assignment and how much it will cost the organisation.
Data gathering
Quantitative and qualitative measures may be used by either therapists or consultants in 
order to obtain data. However, the consultant will have a unique interest in measuring 
organisational variables.
Diagnosis
Interpreting the data, feeding it back to the client and developing a joint understanding 
are regular tasks faced by the consultant and therapist alike, although the models used 
may be different depending on whether the client is an individual or an organisation.
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Planning
The planning stage of the work involves identifying specific interventions, including 
who will do what, and how it might be evaluated. During this stage the consultant will 
need to bear a number of additional factors in mind. Namely, the group dynamics, the 
life stage of the organisation and a model of organisational behaviour. Evaluation 
measures will need to be decided upon with the group, so that the data can be 
examined by all the relevant parties within an objective framework.
Intervention
Carrying out the planned implementations. The responsibility for implementing 
decisions rests with the client, whether he is working with a therapist or a consultant. 
This can then become a second data gathering activity during which you gather data 
about the changed behaviour within the client system and offer feedback to your 
clients.
Evaluation
Evaluation of the work involves assessing the success of the interventions and the need 
for further action or withdrawal. This relates to the earlier need to define measures of 
organisational change with the client group, so that the original contract can be upheld 
even when the organisation is not satisfied with the results obtained. If further work is 
required this can then be negotiated and not merely tacked on by the organisation.
Withdrawal
The end of therapy or consultation involves the professional withdrawing from the 
system they joined temporarily. It is crucial that the end is decided at the start of the 
work, so that both parties can work towards a "good ending", which leaves the client 
with an enhanced understanding, and increased capacity for self-reflection. If no 
further action by the consultant is required, managing the termination of the 
organisational development work, while at the same time leaving the system with an
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enhanced capacity to manage such change by itself in the future is the greatest benefit 
that the organisation can obtain from the consultation.
Summary and conclusions
In order to discuss the roles of therapists and internal consultants it has been necessary 
to examine the various role descriptions used in the literature, and to describe the skills 
needed to perform them effectively. Although there is a degree of overlap between 
therapists and internal consultants characteristics, nevertheless consultants need to 
draw upon additional knowledge and skills in order to work with organisations facing 
organisational problems.
The consultancy cycle provides a useful framework to consider the processes involved 
in both therapy and internal consultancy. Again, whilst there are similarities consultants 
often face larger client groups, who each have their own agenda. Establishing trust 
with such groups takes particular skill and expertise. Awareness of the therapeutic 
process is undoubtedly useful, but would not on it's own prepare a consultant for the 
task ahead. Knowledge of groups, organisations and and the process of change, along 
with systemic interventions and group exercises are potential "lifelines" for the internal 
consultant. The need for external support and consultancy is also paramount for the 
long term survival of the consultant.
Finally, the internal consultant may withdraw from a piece of consultancy work, but 
will still be a member of the organisation. Skillful withdrawal in such a case is needed, 
and is unique to the internal consultant's position. Therapists are, I believe assisted by 
the separateness of themselves from their client group. By separateness I mean 
belonging to a different group or organisation, represented most visibly in working in a 
different environment or context from their clients. Thus, I would argue that the 
internal consultant must be comfortable with, and skillful at establishing boundaries in 
potentially difficult or blurred contexts. They must possess a large capacity to tolerate 
ambiguity and confusion, and to contain the organisations anxiety during the 
consultancy process. As with most risky manouvres the rewards are great. A piece of
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internal consultancy, which the organisation and the consultant regard as successful 
will provide further recognition, respect and informal power to the internal consultant, 
who will then have a different context in which to work, whichever of their various 
roles they are inhabiting at that moment in time.
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"Are older people different from younger people in 
their needs for psychological involvement ? Discuss 
with reference to psychological knowledge and 
theories."
Older people are different from younger people in a variety of ways, including in their 
needs for psychological involvement. However, age differences are secondary when 
considering a number of core psychological themes which run throught the work with 
adults of all ages. Alongside such age related problems as decreasing physical strength, 
and slowing of responses, difficulties found in earlier stages of adult life may become 
more severe, influenced by their life stage and the presence of multiple pathology. 
Problems such as depression, anxiety and stress-related disorders, marital and sexual 
problems, will be at least as common in older adults as in younger people.
In order to identify the psychological needs of older people it will be necessary to take 
account of their life stage and to examine their biological, developmental, and 
environmental resources, as well as the demands made upon them. Dementia will also 
be discussed, owing to it's age related specificity and it's impact upon the wider system 
surrounding an individual.
Life stage
Erik Erikson's analytical theory of human psychological development provides a useful 
theory of life course changes (see Table 1). It is worth noting that this provides a 
useful description of a Western approach to ageing rather than an worldwide 
explanatory model.
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Table 1 : A developmental stage model of psycho social change
Developmental Stage Life Crisis to be Resolved
1 Infancy Basic trust v. Basic mistrust
2 Childhood (1) Autonomy v. Shame or doubt
3 Childhood (2) Initiative v. Guilt
4 Childhood (3) Industry v. Inferiority
5 Adolescence Ego identity v. Role confusion
6 Young adulthood Intimacy v. Isolation
7 Adulthood Generativity v. Stagnation
8 Old age Integrity v. Despair
Source: Erikson, 1963.
While the eight developmental stages are sequential, those of adulthood are not 
assigned to specific ages. Each stage poses specific challenges and issues. Resolution 
of each stage facilitates adaptation to the next developmental stage. Therefore earlier 
unresolved issues may hinder adjustment in later life, and may need addressing in 
therapy in order for a person to work through them.
A critical aspect of the psychological circumstances of old age is the perception of time 
left. The loss of a psychological future is a major loss in later life. Related to this is the 
growing awareness of one's own mortality influenced by seeing close relatives and life 
long friends of a similar age to oneself die. Erikson's theory suggests that the main 
themes of later life centre around maturity and death, with the polarities of ego 
integrity versus despair as the dominating interpersonal mechanisms. Such factors are 
likely to permeate the general and age specific needs for psychological involvement 
that older adults may bring to the psychologist. McKenzie Smith (1992) argues that in 
order to understand the experience of old age one needs to consider it in the context of 
the whole life cycle. She noted how in psycho-analytic practice, with younger adults,
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the feelings of attachment, separation, loss, mourning, melancholia and bereavement 
are explored. These themes continue to be relevant for older adults.
Biological Resources 
Physical Ability
Obvious changes with ageing can be seen in the physical characteristics of a person, 
such as decrease in height, hair loss or wrinkling of the skin. Ageing also has adverse 
effects on sensory processes. Taste, smell, vision and hearing all deteriorate (Marsh,
1980). Some of these changes have effects on the self concept, others influence psycho 
social adjustment.
Older people are more often afflicted with chronic diseases, such as arthritis, 
hypertension, heart conditions and diabetes, and are more likely to suffer disability 
restrictions because of health than younger people.
Intellectual Ability
The common assumption that intellectual performance reaches a peak in the early 
20/30's then steadily declines with age, has been supported experimentally. Such 
evidence is limited to certain tasks and is only significant when a person is in their 80's 
(Schaie, 1980). The "classic ageing pattern" involves the maintenance o f , or even 
improvement of scores on verbal tests whilst psychomotor speed tends to decline. 
However, available information processing capacity does decline with age (Wright,
1981) and large deficits occur on memory tasks when they require cognitively effortful 
processes, whereas those regulated by automatic processes show no such decline in 
healthy elderly adults (Hasher and Zacks, 1979).
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Developmental Factors / Cohort Effects
The majority of older people spent fewer years in formal education than their younger 
counterparts. They have lived through massive technological change, and have 
survived a world war. The development of "psychological mindedness" within the 
general population has been facilitated by education and greater availability of 
resources to be spent on such higher order motivational needs, now that for most 
people the basics of food and shelter are taken care of. It is not surprising that some 
older people find psychological concepts unwieldy, and will demand greater flexibility 
of the therapist in order to establish a therapeutic relationship than younger people 
might do.
Most older people will have married during their earlier years. Many became parents, 
and in their middle years experienced the "empty-nest" phenomenon, when the last 
child leaves the family home. The role of grand parent is a new status for ageing 
parents and essentially an unchosen one. There is considerable positive potential in the 
role of grand parenting, and would seem to link in with the generativity theme of 
Erikson's seventh stage of development. Increasingly those in advanced old age are 
becoming great grandparents.
Retirement
Unlike unemployment, retirement does not incur social stigma nor is it as unexpected. 
As retirement is a predictable life transition, it is possible to obtain relevant and 
necessary information, thereby increasing preparedness. It does not usually involve a 
major psycho social crisis. In the Erikson framework retirement may trigger the 
transition between generativity versus stagnation and integrity versus despair. With 
retirement there is likely to be a shift from a structured routine, with social contact 
made at work, to unstructured leisure time with much less built in social contact, a 
reduction in social status, feelings of self worth and the achievement of goals.
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Retirement may be perceived either as a timely conclusion to a person's occupational 
career or as an unwelcome and unwanted permanent state with little chance of re­
entering the workforce.
An individual's personality appears to be an important factor in the smoothness of the 
shift to retirement. Reichard et al (1962) reported, that three personality types were 
associated with good adjustment to retirement : mature; who appeared to accept 
themselves realistically, and found satisfaction in their activities and personal 
relationships. Rocking chair men; who were generally passive, happy to be free of 
responsibility. Armoured; appeared to avoid their fear of physical decline and ageing 
by keeping active. There were two types who adjusted poorly: angry men; who blamed 
others for their disappointments and could not accept the fact that they were growing 
old. Self haters; who felt their lives were disappointing and that they had failed, but 
turned their anger inward and blamed themselves and were likely to be depressed. Such 
data suggest that an individual's style of personality is relatively enduring and that it 
affects one's ability to adjust to a transition such as retirement.
Bereavement
The elderly are especially likely to face losses. Bereavement brings loss of economic 
and social status as well as loss of emotional attachment. Social isolation is often 
increased by the death or disability of friends, siblings and other cohort members, and 
the relocation of other family members. Physical disability and poor health lead to loss 
of mobility and independence, while the loss of social roles and status result from 
stereotyped expectations of the limited ability of older people and age-demanded 
retirement from employment. These losses mean that the elderly frequently face 
multiple difficulties of a chronic or acute nature at a time when their resources for 
dealing with them may be reduced (Goodstein, 1981). Widowhood (loss of one's 
partner of either sex) more commonly affects women than men. There is some 
evidence that the impact of the loss depends upon how expected it was. Eisdorfer and
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Wilkie (1977) found that the loss was less stressful if the deceased had been ill for 
some time. Cunningham and Brookbank (1988) describe the situation for widows as 
being that satisfaction can be obtained from the maintenance of certain role behaviours 
e.g. mother, housekeeper. However, she is likely to live alone and face financial 
difficulties. Loneliness is a frequent experience, and some never come to terms with 
living alone. Evidence shows that elderly widows are in poorer health and have higher 
suicide rates than their non-widowed peers. MacMahon and Pugh (1965) found that 
deaths from suicide clustered in the first four years of widowhood, especially among 
widowers.
Environmental Resources 
Physical Resources
Whilst many older people live capably in independent household arrangements it must 
be recognised that much of the housing is either inappropriate or inadequate. 
Difficulties arise when living arrangements are no longer compatible with remaining 
physical ability, so that the housework and garden become too much, or if the 
bathroom and bedroom are upstairs the person may find the stairs tiring.
Problems are made worse when elderly people live in inadequate conditions. Fox 
(1981) reported that elderly people are more likely than younger people to live in 
inadequate housing. The importance of the physical environment should not be 
underestimated when considering it’s potential impact on functional behaviour.
Access to amenities is also an important consideration. Being within walking distance 
or a short bus ride to the shops is of immense value, as well as being located near to 
social clubs and other leisure opportunities.
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Social Resources 
Friendship
Friendships are very important at all ages, but especially in old age, compensating for 
spouses who have died and providing opportunities for rewarding activity. The role of 
friend lasts longer than the role of worker, and usually spouse. Arling (1976) found 
that contact with friends and neighbours did serve to reduce loneliness and increased 
feelings of usefulness. Having a stable group of friends helps to maintain autonomy and 
self-worth in later life and friends often provide assistance with daily living and crisis 
intervention.
Older women tend to have closer friends, whereas elderly men typically have more 
remote friends and acquaintances with shared interests. Women tend to have both 
larger social networks and are more likely than men to have intimate same sex friends. 
Many friendships especially for men, are formed on shared interests at the workplace, 
and as such may not survive the transition to retirement. In addition the social network 
available to a man shrinks when his wife dies, while widows are able to maintain a 
stable network. Lowenthal and Haven (1968) identified the psychological benefits of 
having at least one confidante with whom to share troubles, fears, as well as happiness. 
Intimacy is a significant factor in influencing adjustment to the demands of ageing.
Psychological Theories
A number of psychological theories of ageing have been put forward to explain 
commonly observed behaviours in older adults, and other general theories of human 
behaviour can be adapted to apply to this population. Disengagement Theory 
(Cumming and Henry, 1961) proposes that there is a natural tendency to 
psychologically and socially withdraw from the environment as people reach old age. 
This is argued to stem from internal processes such as recognition of personal declines 
in abilities and skills. Others, argue that disengagement is a socially imposed condition,
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as society withdraws support, positions of status, social roles, available rewards, and 
opportunities for meaningful social interactions from the elderly.
Depression is the most common psychiatric disorder in the elderly, and there is a 
tendency to accept a state of apathy and disinterest in surroundings as an unavoidable 
part of the ageing process. The disengagement theoiy allows withdrawal and decreased 
interaction with others to be seen as normal. Levin (1967) has argued that younger 
people tend to become disengaged when they become depressed, suggesting that a 
certain amount of disengagement in the elderly may be a product of depression itself. 
Learned helplessness is an useful concept which provides an alternative explanation for 
depression and apathy in older people. Seligman (1975) proposes that depression 
arises as a result of believing that life events are beyond control. In a society which 
places a premium on youth and wealth, it may seem to the less well off older person 
that there are insurmountable barriers to their achieving happiness, (e.g. poor health, 
mobility and low income). With a decline in physical strength and vigour, it may not 
seem worth the energy expenditure for the return on their effort. Feeling helpless and 
without a sense of control over their lives are likely to lead to feelings of hopelessness 
and depression. It may also engender dependency on younger relatives and friends, 
which may further erode self esteem. The locus of control construct of Rotter (1966) 
may provide us with a valuable insight into later life maladjustment. If a person holds 
the belief that they can generally control their environment and future destiny it may 
predispose them to attribute failure to themselves as the cause for their helplessness 
when life goes wrong. While these expectations may contribute to positive adjustment 
in old age, it may not be so when confronted with adverse life circumstances.
Lewinsohn (1974) believes that loss of mastery over and pleasure in life's activities, 
especially those which provide access to social rewards, can be associated with the 
development and maintenance of depression. A reduction in the availability of social 
reinforcement in the environment, or reduced activity in later life because of role 
transitions or failing health, may lead to depressed mood. Depression may result in
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social avoidance. Withdrawal from social activity further reduces a person's prospects 
of being in receipt to positive reinforcement, and mood continues to deteriorate.
Role activity theory proposes that our social roles form the basis of our identity and 
are crucial to the maintenance of positive feelings toward ourselves. As we enter later 
adulthood, there is a tendency to become removed from those activities or social roles 
that have been the foundation of self-identity. Feelings of personal worth, value, and 
meaningfulness may suffer. Conversely, if an elderly person is to maintain positive 
feelings toward the self, new social roles must be adopted to replace those that have 
been lost.
Continuity Theory (Covey, 1982) emphasises the continuity of experience, skills and 
preferences throughout the life span, and the complex interaction between biological, 
psychological and social influences that lead to stability or change in each individual. It 
follows from this approach that it is important to examine each persons life course 
when considering their care. It is not the case that all older people are best adjusted 
when disengaged from society or that they necessarily need to replace lost roles. 
Throughout life there is a need to adapt to environmental demands, the successful or 
unsuccessful negotiation of which may markedly effect personality development.
The psychology of old age requires an appreciation of the current life situation along 
with an understanding of the life span. Different historical experiences produce 
different expectations and patterns of behaviour in old age.
Having considered both the general resources and demands made upon older people, it 
will now be helpful to consider the impact of dementia upon the individual, their family 
and the wider social system.
Dementia
This age related disorder has a major impact upon the needs of older people and their 
relatives/carers for psychological involvement. It is characterised by a generalised and 
progressive decline of higher order cognitive functions, based upon neuronal
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degeneration processes. In other words people lose the ability to concentrate, 
remember things, and to form and carry out complex plans of action. This may explain 
why dementia is such a frightening and debilitating condition. In the early stages, 
sufferers often recognise that something is wrong and will try to compensate for any 
difficulties they experience. The progressive nature of the condition gives rise to 
further and more severe symptoms with time, increasing the level of distress in the 
individual as well as increasing the demands made upon the "helper system" involved 
with their care. Working with / through staff and carers is the most likely form of 
psychological involvement for people suffering from dementia, and creates a distinction 
between such work and that with younger, independent adults.
Earlier psychological intervention with older adults was based predominantly upon a 
behavioural model, reflecting a focus upon problems occurring in institutional care. 
The issues that have occupied the psychologists time have been concerns about helping 
older people to learn or relearn the skills of everyday living and orientation 
information, and about the effects of institutional environmental contingencies upon 
the behaviour of patients and staff. Psychologists have attempted to tackle directly the 
problem of the confused elderly through the use of reality orientation (Holder and 
Woods, 1982) and memory training strategies (Zarit et al, 1982).
Environmental psychology places a clear emphasis upon the importance of the physical 
and social environment. Lindsley (1964) suggested that prosthetic environments should 
be developed in which compensation could be made for disabilities of the elderly. 
Social psychologists have helped to explain the behaviour of care staff and relatives. 
The three factor theory of attitudes, which allows for a loose linkage between the 
emotional, cognitive and behavioural aspects of an attitude (Eiser, 1980), and 
attribution theory (Shaver, 1978) may help us to understand the discrepancy 
sometimes found between what people say about caring for an elderly confused person 
and what they actually do, and will hopefully also guide the development of 
approaches to assist care staff to act according to their beliefs.
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Recently there has been an interest in psychological approaches to therapy and 
management. The development of Reminiscence Therapy, which is in part based on the 
life review concept of Butler (1963) is used widely, as has the development of 
individual care planning to help dementing people regain skills in specific areas such as 
self care and toileting. Interest is also being shown in the internal, emotional world of 
the dementia sufferer (Sinason, 1992).
Conclusion
Flexibility and sensitivity are at a premium when working psychologically with older 
adults, as material from accross the life span is potentially available for intervention. 
The need to work through carers and staff, as well as addressing our own dependency 
fears can create further complications to the work. However, whilst older people face a 
variety of unique challenges due to their advanced age, this should not obscure their 
similarities to younger people. Even in advanced cases of dementia, the sufferer (and 
their carer/s) continue to have the same emotional needs as other people.
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Critically discuss the contribution that 
neuropsychology can make to the assessment of people 
who have suffered a stroke.
Before appraising the information that neuropsychological assessment obtains, it will 
be useful to outline what neuropsychology is, and to explain what the terms 
'assessment' and 'stroke' refer to.
What is neuropsychology ?
Clinical neuropsychology is an applied science concerned with understanding the mind 
and the brain. It has become established within the last fifteen to twenty years in 
response to the practical problems of assessment and rehabilitation of brain injured 
patients.
Human cognitive neuropsychology "can illuminate the processes involved in human 
perception, language and memory" (Ellis and Young., 1988 p3). It involves the study 
of how particular brain structures and processes mediate behaviour. Any explanation 
offered by neuropsychology refers to impairment to psychological operations which 
are necessary for normal functioning.
Cognitive neuropsychology has two basic aims (Coltheart, 1986) firstly to decipher the 
unique pattern of test scores a brain injured patient obtains on the particular 
assessment measures used, by drawing upon theories or models of normal cognitive 
functioning in order to elucidate both the spared and damaged processes. Secondly, by 
analysing the patterns of test scores it is possible to draw conclusions about how non­
damaged cognitive processes function. Such conclusions can then be experimentally 
investigated using normal subjects.
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What is assessment ?
Assessment is a process of collecting information from a variety of sources that are 
relevant to the particular question being asked. The information gathered often consists 
of qualitative and quantitative data. It involves the refinement of working hypotheses, 
influenced by test results and observational data. Incorporated into the assessment is 
an evaluation of the patient's needs and circumstances from a psychological viewpoint. 
Such clarification may stimulate new questions to be answered, and may well redirect 
the focus of assessment to previously undefined areas.
What does the term ’stroke’ mean ?
Stroke is the outward manifestation of a sudden localised interruption of the blood 
supply to some part of the brain. As Horn and Reitan (1990, p644) have summarised 
"the type and severity of the neurologic deficit resulting from stroke depends upon 
such factors as the location, size, temporal sequence, and mechanism of the stroke. 
The neurologic sequelae resulting from disruption in blood flow can vary 
tremendously,. from a comatose state and hemiplegia to negligible neurologic 
symptoms of a transitory duration". Because such a confusing array of symptoms can 
result from a stroke, a wide variety of techniques may have to be used to define the 
exact nature of the neuropsychological deficits observed.
So, what are the merits of conducting neuropsychological 
assessments of stroke patients ?
Neuropsychological assessment depends upon the use of reliable and valid tests and 
other tools in order to investigate such psychological processes as perception, memory,
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intelligence, praxis, language and attention. A reliable test is one in which the scores 
obtained by subjects are known to be consistent, and unlikely to change because of 
factors which are not connected with the test procedure. A valid test is one which 
measures what it is supposed to measure , and not something else ! There are now a 
large number of such tests available which allow the examiner to sample a patient's 
performance in all the major input and output channels, (e.g. auditory and visual 
receptive modalities and their spoken, written, graphic, and constructional response 
modalities ). Many standardised tests have been developed and validated for detecting 
the presence and localisation of cerebral lesions. New tests and measures continue to 
be advanced.
The use of standardised and well researched test materials enables the examiner to 
observe a patient's behaviour under more or less standard, replicable and manufactured 
conditions. This 'sameness' enables the examiner to compare behaviour samples 
between individuals, over time, or with expected performance levels.
The results of testing consist of direct observations (qualitative data) and numerical 
summary statements about the observed behaviour (quantitative data). The individual's 
test results can be compared with the norms collected for the test, enabling the 
examiner to compare the patient to a variety of reference groups to ascertain the 
severity of any impairment sustained and whether it is commonly found in that 
particular age group, sex or diagnosis. Test interpretation is based upon quantified 
differences between scores from repeated testing, or between scores on two different 
tests or subscales, or subtest profile patterns. In sum, test scores produce "objective, 
readily replicable data cast in a form that permits reliable interpretation and meaningful 
comparisons". (Lezak, 1976).
There is evidence that standardised tests of such psychological functions as 
intelligence, memory and language do have statistically reliable associations with a 
wide range of behavioural phenomena relevant to clinical practice. As Berger (1986) 
proposed, when test scores are regarded as an index ofperformance on a particular set 
of tasks, they allow the educated test user to make clinical interpretations from them.
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In this way the statistical merits of tests are retained, enabling the clinician to report the 
patients score in relation to his age peers and the average score obtained without 
reifying the score. It is also possible to go beyond the standard procedure of a test in 
order to extend the information available on the patient's capabilities. For instance, 
continuing with a subtest even when the set time allowed for it has been exceeded, in 
order to discover whether it is speed alone which is causing the difficulty, or whether 
even with unlimited time available the patient is still unable to complete the test. 
Testing the limits does not affect the standard test procedures or scoring. It is only 
done after the test item has been completed according to the standard instructions. 
Thus, a test can be used as a measuring instrument and as a device for eliciting some 
aspects of cognitive functioning that do not show up in interviews or in day- to-day 
observations.
Having considered the general merits of neuropsychological assessment, what are the 
specific merits in relation to stroke patients? Neuropsychological assessment of a 
stroke patient will be concerned with one of two tasks: providing further refining 
information, and describing their spared and damaged cognitive processes. Even with 
the current sophisticated neuro-imaging techniques available to neurologists, certain 
conditions such as transient ischaemic attack (the so called 'mild stroke') may produce 
impairment which is too subtle to be identified by current neurological procedures, but 
may well be detected by behavioural measures administered during the 
neuropsychological assessment. Assessment also provides data with which to 
discriminate between psychiatric and neurological symptoms, or to aid in distinguishing 
between different neurological conditions.
For patients who have already received a diagnosis of stroke, a thorough assessment of 
their cognitive functioning provides precise descriptive information which is essential 
for designing sensitive and appropriate rehabilitation which caters for the patient's 
needs, strengths, and limitations. By obtaining a detailed history that includes 
developmental, clinical and social factors and carefully reviewing educational, medical 
and rehabilitation records an estimate of pre-morbid functioning can be made. Wilson
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et al (1978) attempted to make this process more systematic and objective by building 
regression equations to predict premorbid WAIS IQ from demographic variables. It is 
also possible to use a test specifically designed to estimate premorbid ability. The most 
widely used of such tests is the National Adult Reading Test (Nelson, 1982). If 
visuospatial inattention is suspected this can be investigated by using e.g. cancellation 
tasks. (Diller and Weinberg, 1977).
The nature of the patients deficits will preclude certain forms of rehabilitation 
altogether, or will make some methods more desirable than others. Regularly repeated 
full-scale assessments give information about the rate and extent of recovery or 
deterioration, and about relative rates of change between functions. Such assessments 
can also facilitate communication and understanding between the various professionals 
involved in a rehabilitation programme, which needs to be multidisciplinary in nature if 
it is to promote gains in the various effected processes. Regular assessments would 
also identify any cerebral atrophy and global effect on cognitive functioning caused by 
the cumulative effect of many small lesions. Multiple infarct dementia, vascular 
stenosis, and arteriovenous malformations are all vascular disorders that give rise to 
dementia. The onset of symptoms is rarely abrupt and more often subtle and 
progressive, and is often a very confusing and frightening process for the individual 
and their family. Information obtained from the assessment may help relatives to 
understand, and adjust to the nature of the changes occurring in their loved one. 
Rehabilitation depends upon the patients motivation to persevere at specified tasks in 
order for progress to be made. Such motivation, rests upon the degree of insight the 
patient has into their altered capabilities alongside the emotional impact of such 
changes upon them. Feeding back factual information from the assessment to the 
stroke patient may increase his understanding of his current functioning, and improve 
his ability to set realistic goals. For patients who sustain a mild stroke, such 
information can also be reassuring, by recognising subtle changes in cognitive 
functioning as due to their mild stroke, rather than attributing it to going mad. As 
Lezack (1976) writes "careful reporting and explanation of psychological findings can
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do much to allay a patient's anxieties and dispel his confusion". It can also allow the 
patient to talk about their feelings and to provide reassurance that feeling depressed is 
a common reaction when people have suffered a stroke. It can also assist family 
members in the difficult process of adjusting to the changes in their loved one.
Data obtained from a neuropsychological assessment may also be used to evaluate 
treatment. For instance, Goldstein, Kleinknecht and Gallow (1970) describe changes in 
the direction of improved performance on the Reitan battery of neurological tests and 
other measures, in patients who underwent an endarterectomy operation which re­
establishes an efficient circulation by clearing accumulated plaque from the lumen of 
the artery.
When evaluating change it is extremely helpful to have test results available for public 
scrutiny. Provided that a reliable and valid instrument has been used appropriately, 
changes in scores will be able to reflect in part some of the changes occurring in the 
patient's life. Obtaining baseline measures of a patient's performance is critical to the 
provision of appropriate rehabilitation, for not only can a profile of deficits and 
strengths inform rehabilitation programmes aimed at maximising functional adaptation 
but it can also be used to monitor the effectiveness of such programmes and suggest 
modifications necessary to encourage further gains. Such test scores enable purchasers 
and providers to discuss rehabilitation efforts using the same information, and as such 
can facilitate communication between those paying for a relatively costly care package 
with those who are delivering it. Thus, assessment results may be used to evaluate 
rehabilitation claims by providing objective evidence of progress.
So, what are the drawbacks of conducting neuropsychological 
assessments of stroke patients ?
Assessment measures need to be reliable and valid in order to be useful. The reliability 
of measurement depends on the patient, clinician, instrument, and environment. It must 
be remembered that cognitive function changes in response, to a number of internal
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states, such as circadian rhythms, medication (Curran et al., 1988) and mood state 
(Jorm, 1986). Unless carefully administered, scored and double checked, it is possible 
for the clinician to introduce computational errors into the result. Also, the 
identification of problems in self-correction and regulation depends upon the sensitivity 
of the examiner's observations of the patient as he responds in the examination.
The issue of validity rests in part upon the reliability of the test along with the 
appropriateness of the component subtests to investigate the process under 
examination.
No test is unidimensional, and successful performance will depend upon a variety of 
psychological operations, some more obvious than others. The need to regard test 
scores as an index of performance is helpful when interpreting results in order to 
provide a valid account of the patient's profile.
Language difficulties are a common finding in stroke patients, particularly when the 
damage occurred in the left hemisphere. Thus, it is not surprising to find a number of 
stroke patients will be unable to perform within the standard test instructions, because 
they will have difficulty comprehending them. Wade et al (1989) found that severely 
aphasic patients were often unable to complete Ravens Matrices even in the absence of 
other defects: they appeared not to understand the test despite repeated demonstration. 
Other barriers to assessment may include a short attention span, being easily tired and 
distractible. Some stroke patients may have reduced vision or hearing on the side 
opposite the lesion, with little awareness that they have such a problem. Most tests 
have been constructed with the physically able person in mind. When a stroke patient 
has hemiplegia or hemipareisis it is necessary for the examiner to find alternatives to 
the standard tests the patient cannot use, even if he has to improvise. Even using tests 
which have been designed for physically disabled people, has the drawback that the 
norms are not comparable to a standard test.
With any form of measurement, there is always a degree of error involved. The 
reliability of a measure is taken as an indicator of error estimation, as it focuses upon 
the accuracy of the measures as well as their replication potential. The difficulty with
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psychological measurement is that people learn how to approach a particular test, or 
they become less anxious so that repeated measurement can never be identical to the 
initial investigation. Classical test theory developed a number of mathematically 
complex equations that allow the calculation of an standard error of measurement. 
Whilst this is a positive step towards recognising the inherent limitations to measuring 
human behaviour, it is commonly misunderstood and misinterpreted as being the error 
for the observed score whereas it is the error of the true score, the latter being a 
concept in classical test theory.
As Eysenck (1967) has pointed out, for any given test item, the possible outcomes are 
correct, incorrect, abandoned, or not attempted. If several individuals obtain the same 
score, it is possible that they have done so using quite different routes. Such individual 
differences are even more complicated when assessing stroke patients, as any of 
several ability deficits, alone or in combination, may be sufficient to cause failure in an 
activity. Whilst diagnostic cut-off points are clinically useful, it is important to 
remember that they are simply mathematical compromises between acceptable levels of 
sensitivity and specificity. (Galen and Gambino, 1975). It is also imperative to 
recognise that statistical significance is not the same as clinical significance. The former 
simply means that a difference in scores is unlikely to be due to chance, not that they 
are meaningful in any psychological sense. Such pleas for appropriate use and 
interpretation of test results highlights the need for extensive training being given 
before a clinician is deemed qualified to use such measures independently.
The norms of any standardised instrument will become increasingly outdated as levels 
of educational achievement and increased standards of living within the population as a 
whole occur. Even though Wechsler's tests have undergone revisions aimed at 
updating norms and items, they (like most tests) were not developed from an explicit 
theory of what intelligence or memory actually is. The content of many tests has been 
arrived at by clinical experience, informed guesswork and factor analysis. Whilst such a 
pragmatic approach is not an insurmountable problem, it merely focuses the issue of 
treating a test score as an index of performance obtained form the particular tasks
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involved in the test, rather than treating it as a direct measure of intelligence, memory 
or whatever the test purports to measure.
Whilst the standardised procedures utilised by tests enable a number of useful 
interpretations to be made from the data, the structured nature of such tests often 
removes the need for the patient to employ higher order, "executive" functions. The 
conditions of formal testing may actually compensate or mask many of the patient's 
functional impairments (Svekeres, Ylvisaker and Holland, 1985; Sbordone, 1988). 
Only specific cognitive processes are required, and for a short time period. 
Unpredictability rarely features in neuropsychological tasks and only within limited 
parameters. Such procedures do not adequately assess the patient's ability to organise, 
plan, and order his responses. Test items may have little ecological validity in the sense 
that they may not adequately test the patient in real world settings. However, this 
limitation has been addressed by various researchers (Shallice and Burgess, 1991) and 
recently developed tests such as the Behavioural Assessment of the Dysexecutive 
Syndrome (Alderman et al, 1993) seek to systematically investigate skills previously 
untouched by traditional tests.
Summary and Conclusions
Neuropsychological assessment, with its emphasis upon using standardised tests, 
provides a snapshot picture of a restricted sample of a patient's present 
neuropsychological profile. That profile will, in part, depend upon variables such as the 
internal state of the patient, skill of the clinician and the environmental conditions 
under which the testing occurred. Thus, it provides an imperfect, picture.
However, such a picture can be extremely valuable. The unique and rigorous 
investigation of psychological operations essential for normal functioning illuminates 
the stroke patient's profile of strengths and weaknesses and enables comparisons to 
expected performance levels to be made. Such detailed information can then be fed
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back to the patient in order to improve their ability to set realistic goals and to monitor 
the effectiveness of rehabilitation.
Psychological tests are simply a way of standardising the clinicians observations. If 
used properly they enable us to accomplish much more with greater speed. When tests 
are misused as substitutes rather than as a continuation of clinical observation they can 
get in the way of obtaining an holistic view of the patient. Cognitive impairment is 
among the more serious of the sequalae of stroke, due to its negative impact upon 
rehabilitation. Attention, memory and some language deficits may be less obvious than 
hemiplegia or other physical disabilities, yet often prove to be the factors which are 
responsible for failure to regain independence. The role of neuropsychological 
assessment in providing information about such "hidden" deficits is an essential 
component of a thorough and complete assessment of the stroke patient. It should help 
both staff and carers to appreciate the impact cognitive impairment can have on 
functioning. Otherwise they may attribute difficulties exhibited by the patient as 
deliberate and under their own control. The assessment should also consider the 
patient's own reaction to their difficulties, for instance if a patient is aphasic how are 
they coping with the new-found barriers to communication with his environment ?
When considering the impact of stroke on a patient's functioning, neuropsychological 
assessment has a great deal to offer, to the patient, relative, clinician and researcher. 
When it's limitations are borne in mind the information is essential in order to provide 
as complete a picture as possible.
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Cognitive impairment after stroke and decision about 
the viability of living.
The review title suggests an association between the residual cognitive deficits 
following a stroke and the impact these have upon the quality of life enjoyed by the 
individual. It implies that beyond a certain level of impairment the viability of life of the 
individual is brought into question, possibly by the stroke victim themselves or from 
those caring for them. In order to examine this association in detail the review will be 
divided into two parts. (1) cognitive impairment: it's impact on daily life (2) viability of 
living : ethical issues involved in the decision making process. The common issues and 
themes identified will be interwoven throughout the discussion and any implications for 
professional practice will be highlighted.
Cognitive impairment
As Horn and Reitan (1990 p644) have summarised "the type and severity of the 
neurologic deficit resulting from stroke depends upon such factors as the location, size, 
temporal sequence, and mechanism of the stroke. The neurologic sequelae resulting 
from disruption in blood flow can vary tremendously, from a comatose state and 
hemiplegia to negligible neurologic symptoms of a transitory duration. Symptoms of 
mental confusion, sensorimotor deficits, aphasia, apraxia, seizures, and other 
dysfunction's are other clinical manifestations of stroke".
For the purposes of this review cognitive impairment will refer to difficulties 
encountered in the following domains: intelligence, memory and language, as it is upon 
the intact and sophisticated functioning of these domains that our uniqueness in the 
animal kingdom lies.
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Intelligence
In the first study to investigate cognitive deficits in a community sample of patients 
suffering an acute stroke, Wade et al (1989) measured IQ using Raven's Coloured 
Progressive Matrices found that those with an IQ below 90 had a poor functional 
outcome: all 9 patients left with severe disability had a low initial IQ, and only 41 % of 
the low IQ group regained independence as compared with 71 % of patients with high
IQ.
Tatemichi et al (1994) focused on cognitive impairment as a general indicator of 
intellectual decline following ischaemic stroke, which they defined as failure on any 4 
or more neuropsychological test items using a statistical criterion based on normative 
data from a stroke free sample. Cognitive impairment occurred in 35.2 % of patients 
with stroke and 3.8 % of controls. Cognitive impairment was most frequently found in 
the areas of memory, orientation, language and attention, all of which are fundamental 
to the successful completion of many activities of daily living. Perhaps, not 
surprisingly, functional impairment was greater with cognitive impairment, and 
dependent living after discharge either at home or nursing home was more likely (55.0 
% with, v 32.7% without cognitive impairment, p = 0.001).
Memory
Complaints of poor memory, by both the stroke patient and their relatives is often 
heard by professionals working in this area. One survey noted that over half of 
surviving patients complained of a poor memory (Sorensen et al 1982).
Wade et al (1986) investigated the ability to learn and recall new information at 3 and 
6 months post-stroke. The following 3 subtests from the Wechsler Memory Scale were 
used to assess memory function: digit span, logical memory test and visual memory 
test. From the 138 patients who had complete memory assessments 3 months after 
stroke, 14 % completely forgot 2 stories within 30 minutes, and 14 % completely
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forgot a drawn shape immediately after seeing it. There was evidence that poor 
memory improved between 3 and 6 months post-stroke, although some patients did 
deteriorate. There was also evidence that poor memory was independently associated 
with poor functional ability in simple everyday tasks such as dressing. In other words, 
regardless of the degree of motor loss, poor learning was clearly associated with a 
reduction in level of functioning.
Language
Any disturbance of language functioning, be it in the production or reception of speech 
has implications for the social functioning of an individual. If communicating your 
needs to others or receiving information is made difficult by a central processing 
impairment (rather than a physical impairment) the end result is often frustration, anger 
and isolation.
Using the Functional Communication Profile (FCP) Skilbeck et al (1983) found that 38 
patients of the initial 162 had an FCP score of 85 or less, indicating an appreciable 
disturbance of speech function. Wade et al (1989) found that severely aphasic patients 
were often unable to complete Ravens Matrices even in the absence of other defects : 
they appeared not to understand the test despite repeated demonstration.
Often, severe aphasics are excluded from general stroke research studies because of 
the difficulties involved in obtaining a reliable assessment of neuropsychological 
function. Specific investigations of aphasia after stroke have found that it was 
associated with more severe disability (degree of limb weakness, loss of function, loss 
of IQ), and with a less good recovery of social activities, but did not cause any 
measurable increase in stress upon carers. (Wade et al, 1986).
Intact cognitive functioning, especially in the domains of thought, memory and 
language are fundamental to the flexible and creative use of functional skills for the 
successful completion of everyday tasks such as washing, dressing and eating. Unlike 
the visible signs which often accompany a physical disability, cognitive impairment is
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not easily identified by looking at a person. However, it will also have an impact upon 
such daily living skills, especially when the impairment is severe. Clinical Psychologists 
need to help both staff and carers to appreciate the impact cognitive impairment can 
have on functioning, otherwise they may attribute difficulties exhibited by the patient as 
deliberate and under their own control. Such an assumption may ultimately lead to 
verbal or even physical abuse of the older person, when a carer feels they are being 
uncooperative and difficult on purpose in order to upset the carer.
Lying at the severe end of the cognitive impairment continuum, would be a late stage 
demented patient. Dementia refers to a progressive and usually profound deterioration 
of all the intellectual processes. Multiple infarct dementia, vascular stenosis, and 
arteriovenous malformations are all vascular disorders that give rise to dementia. The 
cumulative effect of many small lesions is extensive cerebral atrophy and a global effect 
on cognitive functioning. The onset of symptoms is rarely abrupt and more often subtle 
and progressive, and is often a veiy confusing and frightening process for the 
individual and their family. The personality changes seen with dementing processes are 
varied and essentially idiosyncratic. Some may be regarded as the patient's own 
reaction to the realisation, at some level of the changes they are experiencing in their 
overall functioning. Other changes such as the loss of control of inhibition may be a 
more direct result of cerebral damage.
Like the carers of severely head injured people (Rosenbaum and Najenson, 1976) the 
carers of dementing patients often find coping with the personality changes far more 
stressful than taking care of any practical concerns as a result of the patients physical 
disability. Professionals need to acknowledge this with carers and to bear in mind the 
protection afforded them by their professional relationship and their ability to leave the 
treatment facility at the end of the day. Perhaps it is when the patient no longer 
resembles the person they once were, as well as being almost totally dependent upon 
carers for assistance with many routine tasks, that carers may begin to question the 
patient's quality of life.
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Ethical issues
The quality of a person's life would appear to be inextricably linked to any assessment 
of the viability of living of an individual. Morison (1971 p 63-64) argues that "as the 
complexity and richness of the interactions of an individual human being wax and 
wane, his value can be seen to change in relation to others values .... the life of the 
dying patient becomes steadily less worth living or preserving. The pain and suffering 
involved in maintaining what is left are inexorably mounting, while the benefits enjoyed 
by the patient himself, or that he can in any way confer on those around him, are just as 
inexorably declining. As the costs mount higher and higher and the benefits become 
smaller and smaller, one, may well begin to wonder what the point of it all is".
The manifestations and cognitive sequelae of stroke (especially when leading to 
multiple infarct dementia) raise issues regarding the ethical principles of autonomy, 
nonmalefience, and benefience. Autonomy refers to an individual's right to make 
volitional, proactive, and informed decisions. Nonmalefience reflects an injunction to 
do no harm, while benefience implies an active duty to do good and to act in the best 
interests of the other. It is possible that these principles conflict when considering the 
care of the demented or severely cognitively impaired stroke patient, as they do for 
other neurological disorders such as the traumatically brain injured or multiple sclerosis 
sufferer.
Particularly in the later stages of dementia, the family may function as surrogate 
decision makers for the patient, which requires mutual and honest information sharing 
between families and professionals. The issue of confidentiality is raised, as surrogacy 
will necessitate staff to disclose information to family members they would not do so in 
a general medical setting. It is important that professionals handle this sensitively and 
do not patronise the patient. Although their cognitive abilities may have been 
compromised, they deserve dignity and respect, for they are adults who nonetheless 
have a lifetime's experience behind them. Surrogacy is closely linked to the principle of 
autonomy, and as with informed consent relies upon four components : disclosure of
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information, comprehension of information, voluntariness, and the competency of the 
decision maker.
The two standards for surrogate decision making are those of substituted judgement 
and best interest. The former presumes that the surrogate has some knowledge of the 
patient's values, goals and wishes and can employ them to preserve the patient's 
autonomy. The latter requires the surrogate to do that which, from an objective 
standpoint, would seem to promote the patient's good regardless of the patient's actual 
or supposed preferences. Of ethical interest in surrogate consent for treatment by 
carers is whether or not all four elements of consent can be satisfied. For example, the 
surrogate may be a rational individual to whom information is appropriately disclosed 
by the professionals. And yet, the surrogate's typical ignorance of the nature of 
cognitive impairment and/or dementia can compromise both the surrogate's 
understanding of disclosed information and the voluntariness of consent. Coupled with 
their anguish and psychological need to either deny the information or to hope for an 
incorrect diagnosis can influence the decision making process. Another potential issue 
in surrogacy is deciding who can best serve as surrogate. Any conflict between family 
members over this can create distress and confusion to the professionals involved. 
During the early stages of dementia the patient is likely to demonstrate intermittent 
competence, and this can lead to ethical dilemmas arising from a struggle between 
acting beneficiently and fostering the patient's autonomy. It is important to ensure that 
carers do not believe that the patient is lacking "will power" to improve. Professionals 
should, wherever possible identify with behavioural specificity, those tasks and skills in 
which the patient has sufficient competence to function autonomously. This will need 
regular reviews in order to accommodate any further deterioration in cognitive 
functioning the patient may sustain.
A carer has rights to autonomy, against which they must balance their self generated 
expectations of moral duties toward the patient. A family must question how far it can 
extend beneficience to its severely cognitively impaired family member without 
excessively violating the autonomy of other family members. These ethical conflicts
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over the limitations of obligation are among the most difficult for carers to resolve. 
Provision of day and respite care facilities play an important role in supporting the 
carers. However, there may come a time when the carer feels unable to cope with the 
demands made upon them by a very vulnerable and needy, demented patient. At this 
point, the patient may well be admitted to a residential nursing home. Whatever 
arrangements are made, the question of the viability of living remains unanswered. The 
Voluntary Euthanasia Society's (1992) principle object is to "promote legislation which 
would allow an adult person, suffering from severe illness for which no relief is known, 
to receive an immediate painless death if, and only if, that is their expressed wish". The 
two most important criteria are the intolerable nature of the condition and it's 
incurability. The voluntary element is fundamental in the case of adult patients who are 
capable of communication, but in many other cases it can not apply. Much of the 
debate has centred upon painful terminal illnesses or patients in persistent vegetative 
state. However, the issue has also arisen in the case of Acquired Immuno Deficiency 
Syndrome (AIDS). AIDS sufferers in Amsterdam are able to use euthanasia or assisted 
suicide to end their lives, as doctors are not prosecuted if certain conditions are met 
(e.g. the patient is incurable, in severe suffering, and repeatedly requests euthanasia). 
For most of such patients the main reason for choosing euthanasia is not pain but fear 
of the loss of dignity, the associated fear of dementia and the wish not to become 
dependant. But what of dementia sufferers ?
The British Medical Association Handbook of Medical Ethics (1980) says little that 
could be applied directly to dementia. "The doctors basic duty is to preserve life and 
there is no rigid code by which such considerations as quality of life can be considered 
when deciding appropriate treatment". Thus, the medical profession appears 
paternalistic in it's assertion that the problems of senility are fundamentally medical, 
that the decisions are medical and that the patient's prior written opinion is not 
relevant The medical profession understandably fears possible legal entanglements and 
questions the ability of doctors to interpret prior written statements at the time of a 
senile illness at a particular point in the clinical course. There is also concern that an
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elderly person might be easily coerced by a relative into signing a document 
unwillingly.
It would seem that "as our skill in simulating the physiological processes underlying life 
continues to increase in disproportion to our capacity to maintain its psychological, 
emotional, or spiritual quality, the difficulty of regarding death as a single, more or less 
coherent event, resulting in the instantaneous dissolution of the organism as a whole, is 
likely to become more and more apparent". (Morison, 1971 p62). However, at the 
present time the jury is out on the issue of Euthanasia, especially for one of the most 
"silent" groups; that of the elderly demented patient. It is of small comfort indeed to 
assume that the patient themselves feels little or no distress at their condition, and that 
it is the relatives who endure the greatest suffering. Scarcity of financial resources in 
the National Health Service raises the issues of prioritisation and need. Residential 
nursing care, especially if registered to take in the elderly mentally ill as patients, is 
expensive compared to general nursing homes. The number of elderly people is 
growing, and the pressure placed on funds is consequently greater. Some people may 
well see beyond the emotional significance of euthanasia, to its potential for financial 
deliverance for the National Health Service. As the use of advanced directives, which 
represent the patient's settled wish regarding treatment choices when the patient may 
no longer be able competently to express a view, increases along with the growing 
numbers of dementing patients the pressure to address this growing ethical problem 
will increase. Fundamental to the discussion will be the issues of the quality and the 
sanctity of life, alongside consideration of the individual's autonomy to determine their 
own death.
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Clinical Chapter
Over the course of training I have successfully completed four core placements in adult 
mental health, learning disabilities, child and adolescent services and older adults. Each 
core placement involved spending three days a week on placement for six months. I 
then undertook two specialist placements lasting seven months. Two and a half days a 
week were spent at a community drug and alcohol team. The other half day was spent 
doing adult mental health work at the psychology department in Worthing.
For further detailed information of the range of my experience and of my performance 
on clinical placements, please refer to the log books and placement evaluation forms in 
the appendix section of this chapter.
Also included in this chapter are copies of my placement contracts and summaries of 
each of the five clinical reports submitted in full, but not included in this public 
document.
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Adult Mental Health Clinical Report
Mr S, an obese and depressed young man, was referred by a Consultant Psychiatrist in 
order to establish a psychological approach, involving Mr S in examining his eating 
habits and exploring his thoughts and feelings about his current difficulties.
Throughout his childhood, Mr S alternated between feeling loved and rejected. He 
internalised his fathers absolute, perfectionist standards and often felt a failure as he 
rarely achieved his own ambitious goals. He described being a sad, lonely little boy 
who found comfort in food.
The Cognitive-Behavioural Model was used to approach both his severe depression 
and obesity. This involved explaining Beck's Cognitive Model of depression to him, 
and getting him to record his negative automatic thoughts. Unfortunately, we were 
unable to focus on the concept of challenging automatic thoughts, as the individual 
work had to be suspended once joint therapy sessions with his wife were instituted. 
Nevertheless, he seemed to have grasped the main thrust of the cognitive approach by 
then, and was given a number of useful handouts which detailed this approach and he 
could refer to in the future.
Within the individual sessions we also talked about healthy eating. In particular, we 
discussed caloric balance, nutrition and the health risks associated with obesity. The 
importance of self-monitoring and his keeping accurate records of his eating habits was 
emphasised. In order to provide stimulus control, I talked about behavioural strategies 
he can use to his advantage : for example, he was advised to always eat his meals at 
the dining table and not to be distracted by reading or watching the television at the 
same time as eating. In conjunction with his negative automatic thoughts we looked at 
what he might say to himself after a 'binge' that would be helpful, and enable him to 
avoid the abstinence violation effect.
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By using his diary entries, Mr S was able to identify unhelpful eating patterns and to 
introduce gradual, manageable increases in his level of exercise. The aim was to 
educate and encourage Mr S to aim for slow, gradual and permanent weight loss.
The outcome of the work was that Mr S found the cognitive-behavioural approach 
helpful and empowering in relation to both his difficulties. He learned the necessary 
skills and was better equipped to recognise and challenge his negative automatic 
thoughts. His Beck Depression Inventory score improved from a pre-treatment high of 
38 to a post treatment score of 19. He also benefited from the stimulus control 
teaching, which he said enabled him to discriminate ’boredom \ comfort' eating from 
physiological hunger. Aside from his individual work, therapy identified the major 
difficulties in his marriage and relationships with his step children. This resulted in co­
joint sessions and referral to family therapy.
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Child and Adolescent Clinical Report
Miss X was referred by the Consultant Psychiatrist from the in-patient adolescent unit 
for individual therapy to address her long standing problems with low mood, self 
esteem and self-harming behaviours.
Miss X sustained multiple emotional, physical and sexual abuses throughout her 
childhood and early adolescence. She was used to being treated badly and believed this 
to have been her own fault. As she said 'I'm so used to people hating me that I can't 
think why people would like me'. As well as anticipating hatred from others Miss X 
hated herself. This manifest itself in her negative automatic thoughts, bulimia and self 
harming behaviours (cutting and overdosing). During childhood she learned to become 
passive and numb to her pain. Such behaviour had been protective then, but now made 
her vulnerable to further abuse. It would be important for us to acknowledge the 
horror of her past but to also look at her present experience on the unit, and what she 
can do to take care of herself in relationships now.
Because Miss X saw nurse Y to carry out disclosure work, I decided to meet the nurse 
on a weekly basis to share information and to lessen the likelihood or impact of any 
splitting by the client into one of us being 'all good' and the other 'all bad'. Miss X was 
informed about these meetings and was informed that they were necessary for such 
joint work to be feasible. She agreed to this.
A Personal Construct Therapy Approach was taken and involved Miss X to drawing 
and talking about the various 'roads of life' that she metaphorically travelled on. When 
relevant we would talk about specific observable behaviours which can be used by her 
to decide how much to trust people in the future. Occasionally it was possible to 
directly challenge some of her negative automatic thoughts by requesting evidence I 
knew she could not provide.
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The sessions achieved a number of positive outcomes. Firstly, Miss X chose the focus 
of the work and respected the boundaries between the two types of therapy input she 
received. We established a trusting, collaborative working relationship in which she 
explored a number of important issues. Through this she developed greater self 
awareness, and the ability to ask for help when she needed it. In particular, she could 
discriminate between when she trusted herself to stay safe and when she did not. This 
resulted in a reduction in the frequency of her cutting from every day to twice in ten 
days. She also began to acknowledge the scary side of control, and her use of bulimia 
and overdosing provide her with a 'manageable' sense of control. Through disagreeing 
with me and setting the agenda of the sessions, Miss X experienced another form of 
control. She was also able to identify her part in her difficulties in relating to people. 
This represents a considerable shift away from closing her eyes and praying for the best 
to getting angry and standing up for herself on the unit.
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Older Adults Clinical Report
J had been seen by two consecutive senior house officers on a monthly basis for 
supportive psychotherapy since July 1993. The third senior house officer to see him, 
referred him to psychology because she felt that 'a more structured and focused 
approach with one therapist would be of more benefit to him.'
Although J presented himself to the outside world as confident and proud, inwardly he 
felt inadequate and a failure. His self esteem was debilitatingly low. He had spent most 
of his life working hard and serving the needs of his colleagues. He found it hard to be 
assertive, and had been taken for granted and underpaid. Now he was retired he spent 
time ruminating on past mistakes and berated himself mercilessly. Whilst he wanted to 
do things with his wife, she avoided spending time with him. Essentially the marriage 
had never been a happy one and they stayed together for financial reasons. J's scores 
on the Beck Depression Inventory and the Beck Hopelessness Scale (24 and 18 
respectively) indicated a severe level of depression and hopelessness.
I tape recorded and transcribed every session in order to focus on the process of 
therapy. Working within the Client Centred Model, the following three core issues 
arose and were explored. First, his low self esteem and fear of rejection. By providing 
a regular time and place for the sessions, and paying close attention to what he talked 
about, I was able to communicate my regard for him and, the value and importance I 
placed on our work. I kept strictly to the session time and I avoided giving him 
reassurance when he spoke poorly of himself. The second issue was that of his 
preference for being second in command. Once J trusted me and felt able to disclose 
his fear and sadness, he was able to give up his presentation of the expert solicitor for 
longer and longer periods of time. However, I thought it important that as well as 
feeling safe in that role, he was telling himself about his strengths and specialist 
knowledge.
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He seemed to be remembering and working through his adult life to make sense of his 
post retirement life. If he was no longer a solicitor who was he ? I tried to facilitate his 
awareness of his other skills and qualities in relation to his grandchildren in particular. 
It was also important to avoid colluding with his desire to relate to me as an expert 
who could give him the answers. I explained my facilitative role several times, and his 
comments on ending reveal that he had understood my part in the therapy process. The 
third issue was that of coping with negative emotions. One formulation of J’s 
difficulties was that he would not express his anger directly for fear of rejection, so 
instead he turned his anger inwards and felt depressed and guilty. He denied ever 
feeling angry. With time he was able to disagree with me, either directly with words or 
indirectly by inaction between sessions.
Although his post therapy scores on the Beck Depression Inventory and the Beck 
Hopelessness Scale (24 and 17 respectively) have not altered in quantitative terms, 
there has been a shift of emphasis. For instance, after therapy he recorded feeling less 
guilty and no longer feels he may be punished. He also felt that he could look forward 
to more good times than bad times. He was able to acknowledge his own hard work 
and achievement from the sessions and did appear more at peace with himself.
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Neuropsychological Report
The counsellor who had been seeing this depressed lady for four months referred her 
for a cognitive assessment because of her client's confusing and inconsistent reporting 
of events. The counsellor wanted her suspicion that there was an organic dysfunction 
underlying her client's difficulties investigated systematically.
From the copies of correspondence sent to and from the counsellor and G.P., which 
were included with the referral letter, I identified a number of issues that would need to 
be investigated during the assessment. These were:
1) Her relationshsip with her husband.
2) The role of clinical depression in her presentation, in particular the possible impact 
of several important losses she sustained a year earlier.
3) The role of any organic dysfunction in her presentation, in particular discriminating 
between depression and dementia.
I drew upon neuropsycholgical knowledge and tests and used the following measures 
in order to investigate her current level of functioning. The Wechsler Adult Intelligence 
Scale - Revised., The National Adult Reading Test., Raven's Coloured Progressive 
Matrices., Visual Cancellation Tasks., The Rivermead Behavioural Memory Test., 
Recognition Memory Test., Middlesex Early Assessment of Mental State., and the 
Wisconsin Card Sorting Test.
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The outcome of the assessment revealed that her neuropsychological functioning is 
impaired. In particular her memory is severely impaired. The global difficulties found 
accross verbal and visual tests suggests diffuse brain damage rather than a focal 
difficulty in one of the hemispheres. A number of hypotheses were proposed to explain 
her results. The emotional component hypothesis suggested that her performance 
anxiety and her feelings of inadequacy contributed to her depressed scores. The 
interactional component hypothesis proposed that the type of relationship that she and 
her husband have reinforces her feelings of inadequacy and helplessness. Because of 
her husband's tendency to take charge, this makes it difficult to ascertain precisely what 
areas of competency she exercises fully and those she surrenders to her husband 
because she can not do them or because she recogises he needs to be busy and in 
charge. The third and final hypothesis identifies her consistently low scores as evidence 
of an organic impairment, which may have been exacrerbated by her recent losses. In 
order to gain insight into the course of her difficulties, it was recommended that a 
repeat investigation is given in a year's time. Comparison between the scores would 
then elucidate whether her condition is progressive or not.
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Specialist Placement Clinical Report
P referred himself to the community drug team for help with his drug problem. He had 
a long standing (15 years) addiction to opiates, and a history of numerous 
detoxification's and relapse. Underlying his drug problem were the following issues:
1) poor responsibility awareness
2) low self-esteem and poor assertiveness skills
3) incomplete awareness of internal and external triggers to his drug use
A non-directive Client Centred Model was adopted. This allowed P to assume greater 
responsibility within the sessions. The therapist stance of neutral, helpful curiosity 
enabled P to explore some of the reasons surrounding his drug use. He learned to look 
at himself and reflect upon his actions. From this process, a number of potential 
triggers were identified and P learned to discriminate between his feelings.
Ultimately, his self-esteem and feelings of self-efficacy increased. He became more 
assertive and assumed greater responsibility awareness. Possibly for the first time he 
became aware of what he wanted for himself.
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Clinical Chapter Appendix
PLACEMENT CONTRACT
Placement Adult Mental Health 
First year (core) placement
Duration 15 October 1993 - 31 March 1994 inclusive
Trainee Roberta Fry
Supervisor Elspeth Bawtree
Aims of the placement -
To provide a range of experience of services to adults with psychological problems sufficient
to allow the trainee to develop competencies for dealing with this group.
Objectives -
Assessment :
Trainee -
1. To be able to conduct an assessment interview, selecting appropriate measures, and 
to produce a formulation based on this.
2. To be able to conduct formal psychometric assessments, using a range of agreed tests, 
and to score and interpret these.
3. To be able to write up an assessment in the appropriate form depending on the 
purpose of it and the person to whom the results are being communicated.
Supervisor -
1. To ensure that the trainee is provided with a suitable number and range of individuals
to achieve 1 - 3  above.
Contd/-.
Therapy -
Trainee -
1. To be able to establish rapport and use appropriate skills, both verbal and non-verbal, 
to facilitate the therapeutic relationship.
2. To be able to formulate the individual’s problems in psychological terms and select 
the appropriate intervention.
3. To be able to explain the proposed intervention in easily understood terms and obtain 
the individual’s active participation in the therapeutic process.
4. To be able to monitor and evaluate the progress of the individual in therapy.
5. To be familiar with cognitive-behavioural approaches to problems.
Supervisor -
1. To ensure that the trainee is provided with a suitable range and number of individuals 
to meet the University’s requirements and achieve the above.
2. To provide a grounding in a cognitive-behavioural approach.
Teaching/Training:
Trainee -
1. To be able to present a case or paper at a Departmental meeting.
2. To be able to explain a therapeutic approach to a member of another 
profession/provide basic training in a behavioural approach.
Supervisor
1. To ensure that the trainee is provided with the opportunity to achieve the above.
2. To provide regular supervision or ensure such supervision in speciality areas to meet 
the requirements of the University.
3. To ensure that the trainee has study time allocated.
Research - 
Trainee -
1. To undertake any research projects required by the University.
Supervisor -
1. To facilitate the achievement of the above.
Professional - 
Trainee -
1. To read and adhere to the B.P.S. guidelines for professional practice; Departmental
policies and procedures; and Trust policies and procedures.
2. To attend Departmental meetings and Trust-wide psychology meetings.
3. To attend relevant other meetings or special interest group meetings.
Supervisor -
1. To ensure easy access to policies and procedures.
2. To inform the trainee of relevant meetings.
Administrative;
Trainee -
1. To carry out routine administrative duties connected with the provision of a clinical
psychology service in line with Departmental and Trust policies and procedures - for 
example, note-keeping, completing Komer returns, writing up diaries, etc.
Supervisor -
1 To provide appropriate facilities e.g. secretarial assistance to achieve the above.
Ref:EB/EI j
(S3 .
22 November, 1993 
(dictated 12.11.1993)
APPENDIX 6
Placement Evaluation Form
EVALUATION OF THE TRAINEE ON PLACEMENT
TRAINEE NAME R0 6 EKTR FfcM-
PLACEMENT TITLE M )o u r  M E ^ m k  H e A k r u
PXA05MeslTPATE$. , ' tSf lo H 3  -*  £ 2 /04  tfij.j Jto .of d a y s  81
SUPERVISOR NAME . EkSptTH  B A i* jn ? e  e
PLACEMENT ADDRESS UOMExOOOD NHS "TRUST
Ho m e u x o d  h o u s e
G uu-O FO ^D  r o « c>
c h b R t s e .^
K .T I6 OOlA
OVERALL RATING FOR THE PLACEMENT
In the supervisor’s opinion, has the trainee reached the standard expected to pass the placement?
BATING COMMENT TICK
3 YES - PASS
2 YES - CONDITIONAL PASS: The trainee has gaps in experience that 
need to be addressed later in training
i YES - CONDITIONAL PASS: The trainee needs to focus on 
specified areas of clinical skills in subsequent placements
0 NO - The trainee has not reached the standard expected
o-LuclLiLo «-3La-axiL-v> ^-°
• . i^-^ vXL Uv?oo tfLW. O*—cJCs-^e. 'CA-'vS— ^
o0tiAAiL^Adt 0-^% v/VV>. ^otiLOCO l/vouO^ 'O
_ (^r^ci— G pO x0i p-Soe^'^Q- ^reJLL ctx? Jo2-^»0 «-^w*LnO  ^ cfkt^JS
Signed_____________________ *_________ _(Supervisor) Date 2-5  ^ ^ 6 .
* ' r s tR f L/ /  /Jii/^ Jrli I  ^ { y^ TilQ ♦
Comments fjCmthe trainee: V\c&2£L <XCQ <3.000$ fjfSO/xL* ftQ
n lo n a  u ^ >  lncfi2nsC /tt m y  t t x m 3fosb& ^ c i  ondet'SfcruT^ro <& adM U z 
t r t n ^ u  p m b tW v s  sS-ooous a n  ^ O - U a n f c  -
Signed_ f o b e f t z x  f r u  •____________ (Trainee) Date_
RELATIONSHIP
The supervisor may raise questions or 
present options for the trainee to consider, 
but usually the trainee can present plans 
and make decisions on how to proceed 
which they have devised independently.
i
The trainee does not usually require 
observation, monitoring or detailed 
questioning to maintain die standard of 
work, but this is used to ‘fine tune* skills. 
The trainee self monitors and identifies 
the need for assistance in normal 
circumstances.
3
I  die UvO
( uieSlA. c tw c i ,
The trainee shows a balance between 
autonomy and the use of support and
advice which is appropriate to their level 
of skills, the client and the service setting.
3
1 ' *L*1 wOvfcL- 
\ ex. SLo voeiL
In your opinion, does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please expand
0 NO - Please explain
N/A Not applicable
1.
THEX)EVELOP^fiEISFr OF
u se  o f
SCIEN'ilFlC METHOD
RATSNO : Exjpianation/Expaiision of 
Hating/Comments
1.1 The trainee can convert presenting 
problems into questions that can be 
delineated within a psychological perspective 
and with measurable solutions.
2
1.2 The trainee has good knowledge of the 
range of assessment procedures available and 
is able to choose the appropriate one to use 
in straightforward situations.
1.3 to 1.6 The trainee 
carries out procedures 
and collects information
1.3
Psychometric
measurement 'b
L'Nci-ck.
O (xj
in an objective way, yet 
retains a sensitive stance 
with clients and is able 
to recognize factors that 
limit the reliability and 
validity of assessment.
1.4 Other 
formal 
psychological 
assessments I
-
1.5 Behavioural/ 
observational 
assessments & 
functional
analysis
f t
1.6 Other 
assessments wK •
1.7 The trainee separates fact from 
interpretation, can integrate information 
from a variety of perspectives, compares and 
contrasts models; devises a formulation 
independently that encompasses multi- 
factorial elements.
I -
1.8 The trainee can devise a realistic and 
appropriate intervention plan based on an 
appropriate therapeutic model. X
1.9 The trainee can plan an overall 
intervention strategy, evaluate progress, re­
formulate and modify the intervention plan.
X . '
- - ' ~ . -
1.10 Evaluation of clinical interventions: 
the trainee understands the importance of 
evaluation in clinical work; chooses and uses 
appropriately common methods and can 
modify measures for a new situation.
1
In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO - Please explain
N/A Not applicable
2.
I ’HEBApy A m  iN im vE rm oN  
SKILLS % , <-> i ■
BATING
J "  '
Explanatron/Expansionof - 
Bating/Goanmeafs ....
2.1 The trainee takes overall 
responsibility for action in relation to 
routine client matters such as making 
appointments, setting up meetings with 
colleagues etc.
2.2 The trainee can handle unplanned and 
unexpected events in a therapy session in 
an effective and controlled way to the 
benefit of the client, referring back to the 
supervisor subsequently.
2
2.3 The trainee engages the client, 
communicates appropriately to them, 
demonstrates awareness of what is 
clinically relevant and is sensitive and 
flexible in applying techniques. This 
particularly applies to clients from 
different cultural or ethnic backgrounds, 
or at different levels of intellectual ability.
X
2.4 Communication of psychological 
information or opinion. The trainee can 
present psychological information or 
opinion to clients, relatives and/or carers 
and staff effectively, modifying language 
appropriately, using the appropriate style 
and addressing concerns raised in a 
facilitative manner.
2
2.5 Interviewing: The trainee interviews 
clients effectively and appropriately, 
keeps control of the session, keeps to a 
structure yet allows the client to express 
their own issues.
2
2.6 to 2.10 The 
trainee 
demonstrates 
effective therapy 
skills both at a 
general level and 
in the use of 
particular models; 
the supervisor 
gives feedback 
primarily to Tine 
tune’ their skills.
2.6 Individual 
therapy work:
2.7 Therapy work 
with couples:
X
2.8 Therapy work 
with families N . | A
2.9 Directive/ 
behavioural groups: | J | A
2.10
Non-directive/
psychotherapeutic
groups:
kJ \ A -
2.11 Indirect client work: The trainee
demonstrates effective skills both at a 
general level and in relation to the 
particular requirements of the setting; the 
supervisor gives feedback primarily to 
‘fine tune’ their skills.
2
2.12 Client work within a formal 
system (such as ipp): The trainee 
demonstrates effective skills both at a 
general level and in relation to the 
particular requirements of the system; the 
supervisor gives feedback primarily to 
‘fine tune’ their skills.
i d  f t
In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO - Please explain
N/A Not applicable
3.
THE j&EVELOPMEOTOF 'Explanation/ Expansion of - 
Rating/Comments - /?■ " ~V ■- .
3.1 The trainee knows the background, 
structure and future trends of the 
profession that underlie the work of 
clinical psychologists sufficient to relate it 
appropriately to the placement.
3.2 The trainee understands the historry, 
philosophy, structure, working rules and 
procedures that relate to the particular 
placement. £
3.3 The trainee demonstrates effective 
work management skills (time 
management, record keeping, reliability 
and administrative independence).
b
3.4 The trainee demonstrates self 
management skills (awareness of skill 
limitations when overworked, stressed or 
needing personal support).
3.5 The trainee presents in a professional 
way to the client and maintains a proper 
and effective therapeutic relationship, 
maintaining an over-riding concern for 
the client’s interests, an awareness of the 
boundaries of competence and of ethical 
and procedural guidelines that apply.
3.6 Equal opportunities/equality of
access: The trainee understands the 
importance of these factors in service 
provision within the health and social 
services and addresses them within their 
work, particularly in relation to attitudes 
and skills in client work.
X
3.7 The trainee presents well and relates 
effectively to colleagues both in 
psychology and elsewehere within the 
NHS and other agencies. b
Ijgfcl . . ----- -2r
3.8 The trainee makes a positive 
contribution in verbal communication, 
presents material clearly, concisely and 
well structured, can separate fact from 
interpretation, incorporate information 
and opinions from others, can argue 
effectively and negotiate to a satisfactory 
outcome in normal circumstances within 
the placement.
2
A <tV n
3.9 The trainee presents material clearly 
and concisely in written communication  ^
and makes good use of structure; 
separates fact from interpretation and 
relevant from irrelevant material; has a 
felxible style depending on the needs of 
the recipient.
X
3.10 The trainee demonstrates an 
understanding of the range of roles that 
psychologists might undertake, such as 
teaching, supervision, consultancy, 
research project work and service 
development.
z
In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO - Please explain
N/A Not applicable
4.
ITIEBEYELQPMENT OF 
IN SERVICE
ORGANISATIONAL ISSUES
EATING
4.1 The trainee demonstrates a balanced 
and realsitic awareness of how 
organisational factors impinge on client 
work both directly and through staff 
practices.
4.2 The trainee works appropriately and 
effectively within the boundaries and 
constraints of organisations and settings. z
4.3 The trainee works appropriately and 
effectively within the boundaries and 
constraints of a multi-disciplinary team. n f t .
4.4 The trainee understands, and is 
knowledgeable, in relation to the skills 
and work practices of other professions 
and other staff groups.
1 -
4.5 The trainee is able to analyse and 
describe, with some independence, some 
psychological processes active within 
groups, settings or organisations.
z
4.6 The trainee is able to describe, with 
some level of independence, the 
psychological skills and methods required 
to produce change within groups, settings 
or organisations.
2
4.7 Presentation: The trainee prepares 
the material in terms of structure and 
content, relevant to the needs of the 
audience; displays effective verbal and 
non-verbal skills; shows effective use of 
time; chooses appropriate style (didactic 
or facilitative) relevant to the audience.
I
4.8 Teaching: The trainee prepares the 
material in terms of structure and content, 
relevant to the needs of the audience; 
displays effective verbal and non-verbal 
skills; shows effective use of time; 
chooses appropriate style (didactic or 
facilitative) relevant to the audience. The 
trainee chooses assessment and evaluation 
materials.
I
4.9 If the trainee has undertaken work in 
any of the following areas, please tick and 
briefly describe the work, and comment 
on the skills used and level of expertise 
displayed:
- consultancy
!\j | f t  •- supervision
- project work
- service development work
In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO - Please explain
N/A Not applicable
k
5 .
THE SHEBT XO WORK BEING 
GROUNDED IN
PSYCHGBOGICAE PRINCIPLES 
ERGMBMNGGIHENTATBDIN' 
RELATION TO SPECIFIC 
TECHNIQUES
RATING
JRattng/Gowunents
5.1 The trainee is able to perceive 
issues from different perspectives; 
draws information from a variety of 
sources and develops it into an 
individualised framework; can see how 
facts can be conceptualised in different 
ways - using supervisor primarily as a 
sounding board for own thinking 
processes.
3
( Z j w  e*ir
hKtcv/v\  ^
f e  Uft3
5.2 The trainee approaches work from 
a theoretical stance with a broad vision 
of the general applicability of 
principles of practice, integrating 
theories from general psychology and 
those specific to settings or client 
groups.
i
5.3 Generic skills: The trainee draws 
on therapeutic skills techniques and , 
methods from the range of client 
groups, and uses them with 
appropriate modifications for the 
individual client.
I
In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO - Please explain
N/A Not applicable
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Supervision C ontract for Learning Disability Placement a t Homewood NHS T rust 
Psychologist in Clinical Training: Roberta Fry
Supervisor: Rosamund Roach
1. Introduction to  services available to  people w ith learning disabilities.
Time spent observing the work of the following professionals.
Speech Therapy, Occupational therapy, Physiotherapy, Music Therapy, 
Consultant Psychiatrist, Community Nurse, Social Worker.
: Experience of observational shift working in different residential settings.
Home for people with severe LDs and physical handicaps.
Home for people with mild learning disabilities.
Behavioural Unit.
: Visit to a Day Centre for people with LDs/ and Adult Education service for
people with LDs.
2. Assessment of clients with learning disabilities.
2.1 Intellectual Assessment
: To be introduced to a range of ways of assessing cognitive functioning
: To assess clients using at least two tests, WAIS-R, Leiter
2.2 Assessment of Adaptive Skills
: To be introduced to a range of different assessment tools
: To assess client using at least two different tests, Hampshire Assessment of
Living with Others (HALO) and Adaptive Behaviour Scale 
ABS Part (i)
2.3' "Assessment of Behavioural Problems
: To be introduced to a range of different assessment tools
To carry out assessments using Computer Observation Packages, Record 
Charts and Scale of Behavioural Problems ABS Part (ii) 
G>r>ducf a n  ftn aJcg ae  *
2.4 Assessment through clinical interview
Use of questionnaires, videotaped role plays etc.
3. Exposure to work with clients.
3.1 Different ages and/or stages of the life cycle 
adolescents
young adults 
middle age 
older people
3.2 Different cultural and/or ethnic background
3.3 Different levels of functioning 
mild
moderate
severe
profound & 
multiple handicap
3.4 Different problem areas 
Intervention to include 
Assertiveness Training 
Anger Management
Skills Training
Behavioural Problem Management 
Issues of residential placement
Roberta will work with at least two clients on 1 -1 basis, and one family and jointly 
run a group in addition to indirect work with carers.
4. Teaching
Roberta will prepare a seminar for the department.
5. Supervision
5.1 Roberta will have a minimum of IV2 hour supervision each week with her main
supervisor and a minimum of 3 hours contact with supervisor each week.
5.2 It is expected that supervision will cover discussion of the following:
clinical work 
academic issues 
organisational issues 
emotional impact of the work
5.3 Method of supervision
presentation of work
direct observation of trainee
possible use of videotape and audiotape material
ROBERTA FRY ROSAM UND ROACH
CLINICAL PSYCHOLOGIST CHARTERED CLINICAL Date
25.05.94IN  TRAINING PSYCHOLOGIST
UNIVERSITY OF SURREY / S  W T R H A 
M Sc i n  C l i n i c a l  P s y c h o lo g y
T r a i n e e 1 s name. f t y .  ; .........................P lacem ent  Ty p e . ^ f VP. ' ^ — *
. S u p e r v i s o r s  Name. HfSftOlVflr!! . If'fP&l. .............
P lacement  D i s t r i c t .  N o f t h  ................................
Summary o f  C l i n i c a l  A c t i v i t y
P l e a s e  i n d i c a t e  a t  t h e  end o f  your  p la c em en t  what you have  c o v e r e d  under  
th e  f o l l o w i n g  s e v e n  c a t e g o r i e s :
( 1 )  C l i n i c a l  a c t i v i t y  w i t h  i n d i v i d u a l  c l i e n t s ,  c o u p l e s  & f a m i l i e s  
( u s e  a t t a c h e d  s h e e t  C)
*) _
( 2 )  Group work -  u s e  a t t a c h e d  s h e e t  B
( 3 )  T e a c h i n g / S k i l l s  t r a n s m i s s i o n / P r e s e n t a t i o n s  %
O u t l i n e  each  e x p e r i e n c e  o f  t e a c h i n g ,  i n d i c a t i n g  what ,  t o  whom 
how o r g a n i s e d ,  th e  e x t e n t  o f  your  r o l e  and i t s  d e g r e e  o f  s u c c e s s .
(^ A u q % O W  rviaxn ftrcliM pm? HWjo ,
O' Ccuraadcot- ok  a  (cu e  p la n  m n cu o  n ^ etcn sj -Tks&2- p t^ W W  
c*ka. 2  ciu zn te , CaJ& fWW&teJS ,
to m ca T  a h e l lVpte& & V£U iu< 2s - tr c M  (maJncM) , 
l^tKspryi-qa.; x  da& onhed ccrxj) &KpiaXrwd o ^b sko u -rC ra ru J -_  p ro c jrcxxra Y ^L  ru u st
, Oyr&icXiLfOJefaL Qfcme, tCOLg, sp e -n t. c b b o J r u r n  c4-kajJr 1J ie u iS  ur> 
s ^ o - W j l  a-Z, *1© prqcffcxsnrrC L ShdruJdLiesz
( 4 )  O r g a n i s a t i o n a l  Work ( e g :  d e v e l o p i n g  IPP s y s t e m ,  s t a f f  s u p p o r t ,  
a s s e s s i n g  c a s e  r e c o r d i n g  s y s t e m ) .  O u t l i n e  ea ch  p i e c e  o f  work,
 ^ i n d i c a t i n g  th e  e x t e n t  o f  your  r o l e  and outcome.
qo r o « so 3  S ta # , a r t  o r g a n & d  & r  
ifk ftteS t- to  asHpnol *  t k t t  She, .
houJ ‘Wl oJOfC 4^2- CU-cnfc- a
X  CoM -Hus "uJOrKShOp a-ppcoach fiO\CS- ■
* * * * *  : *  # * . «
I5 .  RESEARCH
I O u t l i n e  any p r o j e c t s  which you i n i t i a t e d  or  w i t h  w hich  you were i n v o l v e d  and i n d i c a t e  t h e  e x t e n t  o f  your  in v o l v e m e n t .
*s. 6 .  MEETINGS, VISITS, OBSERVATIONS
O u t l i n e  b r i e f l y  ea ch  e x p e r i e n c e  and th e  e x t e n t  o f  your i n v o l v e m e n t .
'• f l w d d  T e a m  m e i t v x j  3 oohid-* O xbucbd p re so n -te t
Ixj •. ; S o d a )  toort-  } occcxpaHaYi cH^/'a£yj Sp^ncJm cud
\ o x ^ j o & y . : ? H ^ ,& tK jO L p u  c u -d  C L a iu x d  (syd'O ilcytj .
•- VisiKdcK home-for fwtfSL uiiflK _mid'
CUvA WaJLPecl oor du-Or^ p j'fe  cm  e i t tn x n g  S h x f t . (fr
l^fVUj M k  '■ ObSaruedi ,fftebc)ond'TWci^ j n. ( A ir e a tr r a f t t  o ffew djoifH hj 
heftueon PkyS\'otM?x  ^cud O c u ^ n i^ a J T I ^ ^ ) .
• /© Y 'cU jl ryys-rru jnQ  - to & z c
)  u D o n c  o u d  ( j 2 a / n  a J b o J t  QtU u f  CZbL O n a s b e a j T )
13% - Discussed Ccl^, m o u ia a e r rw it
U aJTH JTQ  r"  1 /1'
I7 °^toaj . o b S a f i /e d  in a S o jo tm so r  C r r k tr v i& jo  a .  n v trvh ^ r od-Skxff^d
<x c W ifc r  reJfcjTM  -£ r f ic r r u a a r n T x r r tr o iT S .
Iff^fYbu FFfy: v/tsi+ed a  horr'a donr paopCa, cb& k.Sa<>£>c (aarrM-vj d u ^ a b ilrk g }  
(cu i aq ed  6 5  q e a /s  a / d  ou&j) <ard W ilped oo+ 'cU -irtn g p art-< 3p«x m a rn in q  
S h i f t  . (~ f-30aJpn  iG f t / t )
lcT*vfYkmu i ^ l i  ’ 'fto'cfcr out" Cbtrvvioaufaj f iu t s a . to  - i f i m  L o o r c a r d
le a n v O b o v t -  '-tUxT m u i Cn <a - to x m  - (m s i- itd  a . r v j j n h u 'o f -  f d o j ^ i x u r v i i n j  yc 
0tun -{di-tUf <ucp&urOb <£ uJoflvy co&k, people trcm e^ PJC.o\0'@nHkJ>)
G^M /iri iQCtti,' ObSesued «- ,rTcaJcftiooo(r" g ro u p  fixouU k/Jfd  b u  a  <Spe&-CbS7ler<y 
( fV g f S ? p  mildly cL u in tS  ^ -IS C u s S u t/ issu e r a&soauxJ&y uy&Cx. ii& tS ’vrp&%
m o u e ,  - to  a S m i U  Q f o a p  hom nc^ * / c r r - t i e ,  U  d r  d i e i u  ,~ T k c y  C ^ r e r d t U j  U 'o e . c h  a  a
W elded oruub) .
jd %  : ObSejrued a  A d vocacy  "Group ihxjJU +ajecl b y  Occupation
L e a /ru jj cU&ctbltci m cU c  , fa s  w d /  W  S iS K T 'a u  <5W  / 4 ,?v- .
« U $ c u * * k  d  * t o r f iU r x i iU ify -  m -cu : a  O im a U  t o e
0 £&& ^U'dl iSS0£3 fo  cU) lOTiHk dO i a~biJi$fl . ^
jjJ u r u  f l% :  M ia x k d  CL re v ie w  nr*onruyj { o r a  c m 7U ) k u u h jc x m m t  R o c a jy v jx i i
acted  cxb cJyxjJT.
.okQLTud b i /a n  H jcbbsO niO iv^LV  ^  ^  ^  ,*
| vm/s mqiftavid dho uc.
If^Oune. • Ob&j j t d  KiurcUl a n d  pcuffici/x^ ci ch urtSU- <tM i6
| £j«ar <Jd c i u u v a .
M ^ r t  i W i p : D iseased oM am m -'d: f r m i s u M i  o & d  b d  & fm c h q i^ c L p m s -cn a r  
ohSoii^d a  ''TcULOitoitt" cj<tru p  ur&L 3su.<ereJ u a /m m  dudahud
c ta h B .
iT^Jore. |C|Q/j. 1 o b S s /V c l txeszW) urdcroiuC  ^  iY'onhej~ 6 fi Q-Te / 6  uzourdldCUi
J irS o trjrcu n j o fo v y y u y  C ofttact ujtMJXICq , {axru.(xj S*a2 . Afpei'oti*
C 3 -
V(6rtcd G'CUIStOX. pxy Ca/tfje •
i U •■ abs^oi fosomurd cW nflr «/7 a iiaw u o  umuacbenh
Old her Kwt/U&o'ar. (cuirtc is nufcl U o jru r^  dcSuJu L & pj 
aivWJJL ai, S u M ejrP a  -for) fp&nk. -  dypiPM uJO dbvifc>).
125JvUj lcH(i- .fibserucd a- PsiXiuairisi tHifrvj^ LO ^ Leojru>g ^ctiscuhlod CUJ2JVZ uJbactM 
SjJg&s - f k r n a  p^jcAJUxtrfc cU Sbolcr. Cmcuric* cjjip^Qj& cn) .
—Blffj Atk&diX}! a. Ca^e Ccp-P&COCc /  ffiungio &{? Co m . picun brr ~tba CoopULX
osq^ xL  uSiVn HfHo. ffesertfasd a r e  m ain  ^rcL u^  ao q-ra&e
ftfSenfc . CGtcmtS ’ , Wow? U o c k r l (b a a r± s> S o cia Jx icn ter, CaJefTtuo 
°bSam€d a  fcarhjiCkhizr crt»eroieto occcuJVb ~) (HsocUScu^Se
« a u * d  ^
'■Hvflir YQbLCn mulHcUsoipljjopuy H a m  ^oC  peoffa* O
Disccbilffi^j,
7^« ep l-q if ' A M erdod  a  m u p u f a i  S e M ic n  u t e r e .  ^
tCtxclS cunfl! -StYVVi(  ^ p h ftts e g  (ShagfeJS d  ~?3 )_
'. C4^ 2ri/Qd fo sc u n u n d  (<b>cicb~ ioJLC O -henjX  bjzyeajJCtriQjdJb toU h  o  
c U e r d t  <w \S h is  cou -eT . Atgo dJrcu-d& dj °t^Q^ Caj~e_ pkxy~> t e / o
cUo-ujT) u p  ; c*- p r o a c to e . -pkxn p r io r  'W  Q h e. cuX U xcLLlass e£ lus Ymsirer. 
: Dtscussad °ire issue a&acirg unar, pciMrus cfi- cJyeruS- 
ire- often lom cuvjI pr&Hu-ckd, if not thdahyo^-' /)n?Qz^ . 6rrw^
<lo ae/wxi uri^ Ohdr affeprinqs diSotaisy d5 im p a c t?
errs oftUjur U x/2S c i2> o u ttu tJ U x iI -
n w tu u .
_fa - y i% :  yisriec! tie . Sncpzeiard  Qxhtve." ound obGizroed -f»r o ^u g ^jf. K 
bt uJorC&. Discussod uotQ-K- Stxxflp Lt& QJplicajbcin& mxpHs~ 
c h Z ic U e 4\  cLndi c m lu J M  ^curusug/ c lifiA £ u A ti& & .
gff S’pt-ffia.: M ended a  rtiaboc/on coor&Shop (A h t<~) ■ M a sn t; S<-etge& / -?A 
PrucHCQDi cSuxj S ig n s , UlCUJCLtrn q^aSe t€MSI&i <to -f^LLu^. 
Such a j  t^xppL) / ScudL ■ (Sfa&z. 5 )
IW k . fteerttodtbo ba fder<xn HotobS • "''oo+corKe.s -/rrm
Study on <~-Wvjg- ~thjc/ixpfiuiHc <5^  snoo^XcLrd ■
S^QCt (*&£■ ■ (titeruktd fllusid TUjinoupg uDorl^ Shop-
^ S p t l33^ t • IteCuSSecI CciS6& <s£- <3. exdsJXn cu.en*5> oJhom EicOjTe. /9£«
has u»<xes! cairh. Issues p2-rtirartfc- -to loafS aund Uxun
di&<xbJJ^g uuej^ e, ccds^dcurd  dxScu& eJ -
^ ^ tia a iL . Discussed Advocacy look. aim . Cobb, PdoocaJt- T^ rew <W\2_.
fttoccicy G2ftib£.. I  cU<SO OLTfttfttcj £rf hul <W) Cj /u'C. <3- ptQzfd&J 
feye>^ay DqpartvVc/Vb •
'/•SrWdl a  0A?up h©we foy' SeosKLLj ktaL/rten® oU B cdsia jd  
oLulcms, u ja lch  ds. e q u ip p e d  ux&k- S n a z s lo u ^
0 f)t i l l  A tA  (A (A 4 -  «C r  I I ^  —I i i _ 0 - / ~ l  ( ) f i  - I r r  _ . r. /  n  /Tt I/O
uJnAV. <U-£- flffifU g fe W t ^V & A J a d . <M
A W e r c M d  c lt^q X  p c L ffia S p o d o o l  a .  hijcU dW uxxfK j s & s s n c n  • 
Discus& d  c^ e J rob i e f  fh^tdU & V L pSgts. ^ r t c u y  <b ^ l c u ^  
c$- U L aJTw Sg ciXSci^cJU i^ek . 
S>tSc*~issod isso es  <Strrrou-rotz^ erf-Knoc <n^y& r£t-a cJuu^rtkS, cod
DauJQ H orvaS -  Sxuxk. £  ca3 t 3 c o lL  {& -p fa m ® g ^ )  .
7 .  COURSES AND TRAINING EVENTS ATTENDED AS PART OF PLACEMENT 
P l e a s e  l i s t  and o u t l i n e  e a c h  o n e .
AHerrfflJ u/ttV, CUranio ifcpulttHons * -tourunc/ Ceo/os/^.
tmujte bu MavfliVcKuJcocl -
flHenddI a (JZCtaoHi 0 iVcn Kj Df-BicM PerKinS- (3/06/94) ai»u* Se/vrte
pfCa/V$iCK\ ■fin'' iCf)/Y\ (Y^ 'lXOJJu^ j UX tO  -
tocttercel BSC '^Fnsicte^stonj1 .' E ase, mamofcad u ic lto  u jfy h  rruzsnM&s 
&? c^ wj. 'RdijJJb 9eruicfl2>' core/ cU S cxx^ed  <2Ka- issu€& nxl&tzd.
ujorKSKop mo ty abe. S&X&ect. cUoub -rracUrg agenda .(2 ^  06 *9^ )
5ewuoor E^-+knic in
Scomis, smear- figiShcuvicu • on -*e- 3^&p»- m<r.
8 .  OTHER
P l e a s e  o u t l i n e  any o t h e r  e x p e r i e n c e  on p la c e m e n t .
■ V is ite d  O-Td "helpedoof "for a uJeeJcerd a t -  kord W onpr irdoouC 
Allege CceSickntiaJ SpcdcU ScJncol -for up -to 590 ™  a m p ^  
c o f iK  a n g  a n d  <j£ phuSi'oaJ cUscLbi'liiy Caccapt dotiL dybU ncl) 
" fy is  oPtejn uicluddb k m rn x h a  dj£&blXtiri&2> .
At-tendd one dau vooffcshop ©f Gestalt-Tkeor-y •Xnce.ded S-etf 
e^ r^ciSfiS) <xrd 'Xcpej'iMl'cticO group tuorc . Pun ty  -Jenny Sfolzenbesg an
kxncla rv b -t/u n  ((+/oi>(4k)-
Special ^Ta-cp -psC  P^ MCtrOTsgiStS LOoTKcJpg CcrtiH\.
People biscibi l ih f iS  C&f&l/tfty
S i g n e d .  f e M V .  J Q . . T r a i n e e .  ............   D a t e . ^ . Q O o f e r l
S ig n ed  .lirQ^V^V'yl \ .^ P.cic^ r;,S u p e r v is o r ................................................. Date
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UNIVERSITY OF SURREY/SWTRHA
16.9.1993 
Cl2\Plc Eval.LD
Psych D/MSc IN CLINICAL PSYCHOLOGY
EVALUATION OF THE TRAINEE ON PLACEMENT 
LEARNING DISABILITIES
TRAINEE NAME R0RE(2tA FR9 -
;PLACEMENT TITLE , 'p*. f eoPue uorrH L£flRN/NG- PtsflBiEmes .
PLACEMENT DATES =59°  ^APRIL -» a^ OGt-Cllf- No. of D A T s' G\
SUPERVISOR NAME - RoSftrnuN.D (Z.opch ■
PLACEMENT ADpRESSjj
;:;:%;:'ivX<;r^ y;Xv:v:v?X;:*XvX;X;X;:%v:v:v:v:v:;v"X;X;XvX>%;XN;:*X;X*>X%jvX;:
'
Horweujoo^  resource  c e n t r e .,
SuiLDf&RD ROTP, LHERTSEl/ . SuRREV ,
KTIG 0<aA
IrT- 0933. 872.010 e*t-S,2E3.
OVERALL RATING FOR THE PLACEMENT
In the supervisor’s opinion, has the trainee reached the standard expected to pass the placement?
' COMMHTT TICK
PASS
PASS: The trainee has gaps in experience that need to be addressed later in training
PASS: The trainee needs to focus on specified areas of clinical skills in subsequent 
placements
FAIL: The trainee has not reached the standard expected
General Comments from Supervisor:
Vej vxx>V V>p-» V>^ «_rs <=v 'oej^ VO^ vv * Tutx
V O o ; \ 2 _  O C L  S e i c X X i \ c -  ©■ 1£ a a X \ c 3c Vo c y ^ X .  c 'k~ ^ c i t X A y S \ * ^ j ,  j  O — a ' X ® a
SOCM2 cy W  <Q^ ci^ CE» *_oose. • 'SV^V\c-> WV.'=»*S,c?cV O u ii  Of\ <=\o^ a>_
UxA l O-J cy O, Vg«w^v ; dj^«_ v? Vo V<=xcV_ cv ON^x^xT-Xrv-^ vvJC's^ -,
Signed_______________VZx)<^ <_X__._____ (Supervisor) Date f \ o / °l M-
Comments from the trainee: /I lD£LA 0 ftjCLflt&C’.cf OJtfA prOCLcJXbHl^ - p(CI0 2 /T\QJ/^ t -ZC (oofiJl3C—
cp u ^ o) &marw\CiL u o o n o lrq  uON+\ <X u o id c , r<xrx3£> oR cX&P-kS &~> <x 
b&ietM  op- £e*K cqS o_rol hou>e? e*cpenoted rru j clXrOaoU. - s to U S  u ^ o ra a  
-to lOOTiC eA fcdrtoecy uorHo both c -U cn ts  c u rd  s t e u ( ¥  / Ccuc/S .
Signed_  _____(Trai nee) Date S i 8^ O c t
SUPERVISOR - TRAINEE 
RELATIONSHIP
'RATING' j
 ^ • • • • ' ...
Exptanatjou^pansron of %
The supervisor may raise questions or 
present options for the trainee to consider, 
but usually the trainee can present plans 
and make decisions on how to proceed 
which they have devised independently.
a .
V  < cVx-eicN ^P°cX .
The trainee does not usually require 
observation, monitoring or detailed 
questioning to maintain the standard of 
work, but this is used to ‘fine tune’ skills. 
The trainee self monitors and identifies 
the need for assistance in normal 
circumstances.
3
\^ oNoer^ ccx. 3xo-#>ckc>rA. Cy lCo/ \ l
\v>^ \o-clox^  Vxv^ CV 
Yvotoj NfVic- t^c-vrf\'Q>vc\rv^ 
Vo e ic ^ jjc e  l o o «V-'\^<Vo(v l  
CX\ XN-rxxcy o F bo Ow
The trainee shows a balance between 
autonomy and the use of support and 
advice which is appropriate to their level 
of skills, the client and the service setting.
3
Ccuo-eJv. c_r .
In your opinion, does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please expand
0 NO - Please explain
N/A Not applicable
1.
THE DEVELOPMENT O F ;
c o m petenc e  m an d  u s e  o f
SCIENTIFIC METHOD
N ' «r*w*vs*% /
Explanation/Expansion of 
Fating/Comments
1 .1 The trainee can convert presenting 
problems into questions that can be 
delineated within a psychological perspective 
and with measurable solutions.
2 .  .
1.2 The trainee has good knowledge of the 
range of assessment procedures available and 
is able to choose the appropriate one to use 
in straightforward situations.
2 .  .
1.3 to 1.6 The trainee 
carries out procedures 
and collects information
1.3
Psychometric
measurement
2 .
in an objective way, yet 
retains a sensitive stance 
with clients and is able 
to recognize factors that 
limit the reliability and 
validity of assessment.
1.4 Other 
formal
psychological
assessments
2 .
1.5 Behavioural/ 
observational 
assessments & 
functional 
analysis
s  ^ w \ O c v .v s n 5=% A w
1.6 Other 
assessments
< W
1.7 The trainee separates fact from 
interpretation, can integrate information 
from a variety of perspectives, compares and 
contrasts models; devises a formulation 
independently that encompasses multi- 
factorial elements.
2 .
W j o e k  C ^ "  '■ C C C v >  ( \ M V .
1.8 The trainee can devise a realistic and 
appropriate intervention plan based on an 
appropriate therapeutic model.
Z
c x . ^  a i o o o e  .
1.9 The trainee can plan an overall 
intervention strategy, evaluate progress, re­
formulate and modify the intervention plan. 3,
1.10 Evaluation of clinical interventions:
the trainee understands the importance of 
evaluation in clinical work; chooses and 
uses appropriately common methods and 
can modify measures for a new situation.
2.. Cy {\ c_  ^*
o
THERAPY AND INTERVENTION 
SKELtS
RAUNC Eqplauation/Expansioti of  
Rating/CommertfS
2.1 The trainee takes overall 
responsibility for action in relation to 
routine client matters such as making 
appointments, setting up meetings with 
colleagues etc.
2  .
\)c>3^\yv^
V o e .
2.2 The trainee can handle unplanned and 
unexpected events in a therapy session in 
an effective and controlled way to the 
benefit of the client, referring back to the 
supervisor subsequently.
- z  .
2.3 The trainee engages the client, 
communicates appropriately to them, 
demonstrates awareness of what is 
clinically relevant and is sensitive and 
flexible in applying techniques. This 
particularly applies to clients from 
different cultural or ethnic backgrounds, 
or at different levels of intellectual ability.
"  2
2.4 Communication of psychological 
information or opinion. The trainee can 
present psychological information or 
opinion to clients, relatives and/or carers 
and staff effectively, modifying language 
appropriately, using the appropriate style 
and addressing concerns raised in a 
facilitative manner.
2 .
< ^ jO cack
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2.5 Interviewing: The trainee interviews 
clients effectively and appropriately, 
keeps control of the session, keeps to a 
structure yet allows the client to express 
their own issues.
2
2.6 to 2.10 The 
trainee 
demonstrates 
effective therapy 
skills both at a 
general level and 
in the use of 
particular models; 
the supervisor 
gives feedback 
primarily to ‘fine 
tune’ their skills.
2.6 Individual 
therapy work: 2 -
2.7 Therapy work 
with couples: / C\o
2.8 Therapy work 
with families -
-  0'f)9 oc''CvjorVs-t:^
2.9 Directive/
behavioural
groups:
"2-
X  Vv«_og.
O n <XOOC^  •
2.10 Non-directive/
psychotherapeutic
groups:
2.11 Indirect client work: The trainee 
demonstrates effective skills both at a 
general level and in relation to the 
particular requirements of the setting; the 
supervisor gives feedback primarily to 
‘fine tune’ their skills.
CON CO vi\^ atorv^ SfXo 
\Jv\ CvOOCV  ^ Va
2.12 Client work within a formal system 
(such as BPP): The trainee demonstrates 
effective skills both at a general level and 
in relation to the particular requirements 
of the system; the supervisor gives 
feedback primarily to ‘fine tune’ their 
skills.
/
W^ S 'Tvot VAvq.
3.
THE DEVELOPMENT OF 
PROFESSIONALISM
RATING Explanation/ Expansion of 
Rating/Comments
3.1 The trainee knows the background, 
structure and future trends of the 
profession that underlie the work of 
clinical psychologists sufficient to relate it 
appropriately to the placement.
a
3.2 The trainee understands the history, 
philosophy, structure, working rules and 
procedures that relate to the particular 
placement.
i
3.3 The trainee demonstrates effective 
work management skills (time 
management, record keeping, reliability 
and administrative independence).
V\o~,
3.4 The trainee demonstrates self 
management skills (awareness of skill _ 
limitations when overworked, stressed or 
needing personal support).
<\cV
W U i o * . .
3.5 The trainee presents in a professional 
way to the client and maintains a proper 
and effective therapeutic relationship, 
maintaining an over-riding concern for 
the client’s interests, an awareness of the 
boundaries of competence and of ethical 
and procedural guidelines that apply.
z  .
-^.C^ oe_jjrk:C^  CK. C c v ^ ^  «=o<vcN-
o _^  <^> c
Oov_P*v C_Vk-*“a
3.6 Equal opportunities/equality of
access: The trainee understands the 
importance of these factors in service 
provision within the health and social 
services and addresses them within their 
work, particularly in relation to attitudes 
and skills in client work.
•2.
3.7 The trainee presents well and relates 
effectively to colleagues both in 
psychology and elsewehere within the 
NHS and other agencies.
*2. V Jew ^^e^-
3.8 The trainee makes a positive 
contribution in verbal communication, 
presents material clearly, concisely and 
well structured, can separate fact from 
interpretation, incorporate information 
and opinions from others, can argue 
effectively and negotiate to a satisfactory 
outcome in normal circumstances within 
the placement.
1
^  \{2jcS~  V *
3.9 The trainee presents material clearly 
and concisely in written communication, 
and makes good use of structure; 
separates fact from interpretation and 
relevant from irrelevant material; has a 
flexible style depending on the needs of 
the recipient.
3
Cy  '<^ Vxr__,k:<cx.x *s
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3.10 The trainee demonstrates an 
understanding of the range of roles that 
psychologists might undertake, such as 
teaching, supervision, consultancy, 
research project work and service 
development.
2 .
Vo
v . c \ i o .
VrCeo~CV*w-f\. c_^  .
4 .
THE BEVELOPMENT OF ,
IN SERVICE AND 
OR<SANlSATTONAt ISSllES
RATING
, \  Jw?
% V '
Eiqplanation/Expan$ion of, . , , 
^K^r^OommentsVC, , <>
4.1 The trainee demonstrates a balanced 
and realistic awareness of how 
organisational factors impinge on client 
work both directly and through staff 
practices.
3
A A-1 ^ ^
4.2 The trainee works appropriately and 
effectively within the boundaries and 
constraints of organisations and settings. "2 .  .
4.3 The trainee works appropriately and 
effectively within the boundaries and 
constraints of a multi-disciplinary team.
vxcK V=*vq.
4.4 The trainee understands, and is 
knowledgeable, in relation to the skills 
and work practices of other professions 
and other staff groups.
'2 ,
4.5 The trainee is able to analyse and 
describe, with some independence, some 
psychological processes active within 
groups, settings or organisations.
'2 -
4.6 The trainee is able to describe, with 
some level of independence, the 
psychological skills and methods required 
to produce change within groups, settings 
or organisations.
■2
cx^o- ^
Cy.
4.7 Presentation: The trainee prepares 
the material in terms of structure and 
content, relevant to the needs of the 
audience; displays effective verbal and 
non-verbal skills; shows effective use of 
time; chooses appropriate style (didactic 
or facilitative) relevant to the audience. A T
4.8 Teaching: The trainee prepares the 
material in terms of structure and content, 
relevant to the needs of the audience; 
displays effective verbal and non-verbal 
skills; shows effective use of time; 
chooses appropriate style (didactic or 
facilitative) relevant to the audience. The 
trainee chooses assessment and evaluation 
materials.
4 '
3
\y
\dt\ja _  C y  
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4.9 If the trainee has undertaken 
work in any of the following areas, 
please tick and briefly describe the 
work, and comment on the skills used 
and level of expertise displayed:
~ -
- consultancy
- supervision f l | a -
- project work
- service development work
5.
GROUNDED IN
b b in c if u e s ;-
FRGMBE3NG ORIENTATED IN 
RELATTON TO SFEO&IC 
TECHNIQUES
RATING
✓ '  % % S
'I  'X u ^ >%/ ;
Bxplanation/Bxpa^ ©f ^
AT $ ' W  * * * , *  > . AV V 
% %v * '  %
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5.1 The trainee is able to perceive 
issues from different perspectives; 
draws information from a variety of 
sources and develops it into an 
individualised framework; can see how 
facts can be conceptualised in different 
ways - using supervisor primarily as a 
sounding board for own thinking 
processes.
Cy.
5.2 The trainee approaches work from 
a theoretical stance with a broad vision 
of the general applicability of 
principles of practice, integrating 
theories from general psychology and 
those specific to settings or client 
groups.
cxfes. Vo
5.3 Generic skills: The trainee draws 
on therapeutic skills techniques and 
methods from the range of client 
groups, and uses them with 
appropriate modifications for the 
individual client.
" 2. . XX 'Qn^>co£ f ' c=!^ e_ Vo 
Vo_o-o^ t ^  -
This contract is designed to set parameters for Roberta Fry in 
the Child and Adolescent Psychology Department with Nick 
Kirby-Turner in the Mid-Downs Health Authority 
Induction Processes
for Roberta Fry to gain an understanding of the relationship of Child Psychology to 
services in Child Mental Health, and also in Child Health and Child Protection 
Services. Specifically:
1. Observe Clinical Child Psychologists working in different settings
2. Observe an Educational Psychologist at work
3. Observe a Clinical Medical Officer conducting a developmental assessment
4. Observe a Juvenile Court
5. Attend a session in a play group
6. Attend a session in a primary school
7. Visit Larchwood Children's Unit
8. Visit the Family Therapy Clinic
9. Become familiar with issues surrounding Child Protection Assessment
10. Endeavour to observe children with Pervasive Developmental Delay
Clinical Work
for Roberta Fry to familiarise herself with the range of assessment procedures and 
therapeutic techniques b y :
• Outpatient work at Larchwood Lodge. A variety of cases, reflecting the full age 
range, to illustrate the breadth of the specialty in terms of reasons for referral and 
therapeutic approaches applicable. Opportunities for individual and family centred 
work. Some joint work with Nick Kirby-Turner and Dr. J. Alvarez.
• Inpatient work at Colwood Adolescent Unit. Participating in individual work 
specifically. Some opportunity to work with children who have been abused.
• Teaching: Presentation in the Child Seminar Series to other Child Psychologists. 
Also, as opportunities arise, formal teaching of other professionals, possibly 
through case-based teaching.
• Research: Use of the theoretical framework and research methodology of Personal 
Construct Psychology.
To investigate the treatment planning process of a sample of staff from an 
Adolescent Unit
To discuss on-going research issues in Child work.
Professional Development
for Roberta Fiy to endeavour to gain a perspective of service delivery issues through 
clinical work and to explore issues of service development by some attendance at 
Departmental Meetings and discussing issues as they arise.
Supervision
At least one formal hour per week. Further supervision through informal meetings and 
via weekly Child Seminars. Some direct observation of Roberta Fry’s work through 
joint sessions and the use of the VCR.
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M Sc in  C l i n i c a l  P s y c h o lo g y
T r a i n e e 1 s n a m e . ^ ^ / ^ ^     .P la c e m e n t  Type^h.'Kfft
D a t e . ^ r ^ . H w 3 i t r ? J . ^ f ^ j ® i p e r v i s o r s  N a m e . ^ 1^ .  ...............
Placement  D i s t r i c t . . .  ( M , $ . Q S S £ K . - ............. ........................................................................
Summary o f  C l i n i c a l  A c t i v i t y
P l e a s e  i n d i c a t e  a t  the  end o f  your p lacem en t  what you have  co v er e d  under  
th e  f o l l o w i n g  s ev en  c a t e g o r i e s :
( 1 )  C l i n i c a l  a c t i v i t y  w i t h  i n d i v i d u a l  c l i e n t s ,  c o u p l e s  & f a m i l i e s  
( u s e  a t t a c h e d  s h e e t  C)
( 2 )  Group work -  u s e  a t t a c h e d  s h e e t  B
( 3 )  T e a c h i n g / S k i l l s  t r a n s m i s s i o n / P r e s e n t a t i o n s
O u t l i n e  each  e x p e r i e n c e  o f  t e a c h i n g ,  i n d i c a t i n g  what,  to  whom 
how o r g a n i s e d ,  th e  e x t e n t  o f  your r o l e  and i t s  d e g r e e  o f  s u c c e s s .
k/C'HS- ^Sac/wed <x cU^ Cjl^ > qk t eUuona A- heirdcruLt (xhenct
licifio ^LjcM^aifctJ Ife-cutyrxint fcutidlcnj Is- ^
crcrrvpy&i oUbc-cu&KJO <xpd cloJ>______________
a(C\2/% DiScuSoecf cp ex. CXtfxLccxl feup^^toqiiSJ- te cx_
SKcLcftt: Aco®. u&rnng a ^ U D lc £ C < l/U ' UfwtJ.
oit>Sl%.^cLuc pt£%&rrf£lw )  <oj AK (VJitJC tirbu Tc>me/'ct®
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( 4 )  O r g a n i s a t i o n a l  V7ork ( e g :  d e v e l o p i n g  IPP s y s t e m ,  s t a f f  s u p p o r t ,  
a s s e s s i n g  c a s e  r e c o r d in g  s y s t e m ) .  O u t l i n e  each  p i e c e  o f  work,  
i n d i c a t i n g  th e  e x t e n t  o f  your r o l e  and outcome.
%  11/0 5 / 1 5 '- Go-'-*- a  &oplvcJl0 ^ ( _ J .
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5 .  RESEARCH
O u t l i n e  any p r o j e c t s  which you i n i t i a t e d  or w i t h  which you were i n v o l v e d
and i n d i c a t e  th e  e x t e n t  o f  your in v o l v e m e n t .
X  im-hcdifd , ftanned cud Conducted a pie c&. oft dpbra3®fc/
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Po(v\ o o b i d b  <Vki- " p o s d b ^  rxDietS\ef' b c - e k x  onxt coaJO. h e ,
6 .  MEETINGS,VISITS,OBSERVATIONS CIjLCJUcIQCa ,
O u t l i n e  b r i e f l y  each e x p e r i e n c e  and th e  e x t e n t  o f  your in v o lv e m e n t .
il t^s&AX^ cl NiCJc Ki/1cxj -~Torp<ix~ ckju cl rA£iLtT_i^  u^ uoluino c l <Socioll uOCHriG2/'s 
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\\l%  A tten d sd  c L U J a x d  r o u n d  c a r c p t^ , in  pc£H&rdtr u ru^ .
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l\\i% vjofitd cl day -Shift- air Col^ ood AdoiiZ&ent tiaftr ,"'5cur cn " sth od  
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X  B ftdlj; Sc<ctcu cooncc/"^ Qv^ t_ MjLic^cjc/it onct.
fc2/9-5 'OS.;vMic\ rruxLdcitn, pujagltj ^cuvi tW^ -hna air Hjpcsixtm CLilnx.
102M5 ofos^ nufd^  a <kr*suai3xn4- cu-^ J ftLsbi&QaLrtt: fs.xiuOcH"ieV
90101^ 1%. observed a. dejoC-ijDprresvcoUi aS&£i'&fr<zf\±- c&rdLuctfd 
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b ^ c L d r t d a j l  . -  •  -
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7 - COURSES AND TRAINING EVENTS ATTENDED AS PART OF PLACEMENT 
P l e a s e  l i s t  and o u t l i n e  e a c h  one .
f H f e v jw  c u S i t iy  f l u i d  - S ^ r L tn s u S  ccfcr cH u l  b e f o u ' ^ ' u e j q t ' .
W 5  : Mertiflcl X u t  o im u t  R.taiu, hj »Dr.
( s j  c t e r t s a i  a  ( - e L f i c u j  e * e / U ^  c U X u ^ w i .
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8.  OTHER
P l e a s e  o u t l i n e  any o t h e r  e x p e r i e n c e  on p lacem ent .
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Psych D/MSc IN CLINICAL PSYCHOLOGY 
EVALUATION OF THE TRAINEE ON PLACEMENT
TRAINEE NAME RD8ECTf^  FEH
PLACEMENT TTTLB CHILD + ADOLBSC.E-A.rr -SERV/IC&S ,
PLACEMENT DATES 2 nd Mcx/ ura-U no. of days-yr i ■», 0
fHaxj 1^5" - -¥R2 I X
SOPERVISOIR NAME MR NiCt iC|R8V~TD£A2E £ ,
PLACEMENT ADDRESS LflRCHuOOCD LODGE,
FRlWCE&S RoWHL i-16SP\TBL,
LEoies Rmo > hhmowrds Meath .
\J.<80S>EX , RHlfc 4_EX
OifML ILH-I £gi <act
OVERALL RATING FOR THE PLACEMENT
[n the supervisor’s opinion, has the trainee reached the standard expected to pass the placement?
TIOC
PASS V
PASS: The trainee has gaps in experience that need to be addressed later in 
training
PASS: The trainee needs to focus on specified areas of clinical skills in 
subsequent placements
FAIL: The trainee has not reached the standard expected
General Comments from Supervisor: .< v i  ^  i i  "tUU m  />
tigned__________________  (Supervisor) Date___
x / e a X  (U fn J b  x  h a u x .  m a .d J L  c o n M P b u cL & fc
’oinments from the trainee: f?fOn if) tXHt\ fi/KJ QbGJIXfCJJJ&Cr X/CA
S t o U )  c U ^ a p a  Q L U v  p l a a i w c i n t  .''L cu x *  n ^ f e .
i f X s s w S f f f y  «-nd cjc U£3£D <te> a  cUxur\c5 , p c u j n  c a r ^ d X M e S ^ .
ihfb aJZCrUiTljt'
igned (Trainee) Date i
■z, &ffer/*-<j-v9<-} Q® a. mjSQ-oJ (Zr&hxidb cbdpfoach  h z t f b
*  cc ( ^ c c u C r )  <?CiL?nC/n c u r d  Q b e J iy ip o jJ & iG  c% z57 h c d k  & Q o O
Wx^ tfcr p^ y©i6u^  abi. ofirCudht^ .ESiotU JTucoujd IcIGl
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SUPERVISOR -  TRAINEE 
RELATIONSHIP
RATING Explanation/Expansion of 
Rating/Comments
The supervisor may raise questions or 
present options for the trainee to consider, 
but usually the trainee can present plans 
and make decisions on how to proceed 
which they have devised independently. 2
The trainee does not usually require 
observation, monitoring or detailed 
questioning to maintain the standard of 
work, but this is used to ‘fine tune’ skills. 
The trainee self monitors and identifies 
the need for assistance in normal 
circumstances.
a
The trainee shows a balance between 
autonomy and the use of support and 
advice which is appropriate to their level 
of skills, the client and the service setting.
z # £  fjQjJ ;
' ^  ^  ^  /V ?  flS* ' A t* '
U * j
In your opinion, does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 CYES^ A t expected level - please expand 
1 NO - Borderline - please expand
0 NO - Please explain
N/A Not applicable
1.
ASSESSMENT, FORMULATION, 
CLINICAL EVALUATION
RATING Explanation/Expansion of 
Rating/Comments
1.1 The trainee can convert presenting 
problems into questions that can be 
delineated within a psychological perspective 
and with measurable solutions.
2
1.2 The trainee has good knowledge of the 
range of assessment procedures available and 
is able to choose the appropriate one to use 
in straightforward situations.
2
1.3 to 1.6 The trainee 
carries out procedures 
and collects information
1.3
Psychometric
measurement 2.
in an objective way, yet 
retains a sensitive stance 
with clients and is able 
to recognize factors that 
limit the reliability and 
validity of assessment.
1.4 Other 
formal 
psychological 
assessments
2
(JSzaPBD /
1.5 Behavioural/ 
observational 
assessments & 
functional 
analysis
1.6 Other 
assessments 1
S s tfw a  rT C
G Sseswaftt • ^  * 
i%CaSS/gr^ ^
1.7 The trainee separates fact from 
interpretation, can integrate information 
from a variety of perspectives, compares and 
contrasts models; devises a formulation 
independently that encompasses multi­
factorial elements.
z
1.8 The trainee can devise a realistic and 
appropriate intervention plan based on an 
appropriate therapeutic model.
2
1.9 The trainee can plan an overall 
intervention strategy, evaluate progress, re­
formulate and modify the intervention plan.
X
I
1.10 Evaluation of clinical interventions:
the trainee understands the importance of 
evaluation in clinical work; chooses and 
uses appropriately common methods and 
can modify measures for a new situation.
X
1
j
i
2.
THERAPF ANB INTERVENTION 
SKILLS
RATING Explanation/Expansion of 
Rating/Comments
2.1 The trainee takes overall 
responsibility for action in relation to 
routine client matters such as making 
appointments, setting up meetings with 
colleagues etc.
X
2.2 The trainee can handle unplanned and 
unexpected events in a therapy session in 
an effective and controlled way to the 
benefit of the client, referring back to the 
supervisor.
X
2.3 The trainee engages the client, 
communicates appropriately to them, 
demonstrates awareness of what is 
clinically relevant and is sensitive and 
flexible in applying techniques. This 
particularly applies to clients from 
different cultural or ethnic backgrounds, 
or at different levels of intellectual and 
linguistic ability.
X
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2.4 Communication of psychological 
information or opinion. The trainee can 
present psychological information or 
opinion to clients, relatives and/or carers 
and staff effectively, modifying language 
appropriately, using the appropriate style 
and addressing concerns raised in a 
facilitative manner.
X
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2.5 Interviewing: The trainee interviews 
clients effectively and appropriately, 
keeps control of the session, keeps to a 
structure yet allows the client to express 
their own issues.
2
2.6 to 2.10 The 
trainee 
demonstrates 
effective therapy 
skills both at a 
general level and 
in the use of 
particular models; 
the supervisor 
gives feedback 
primarily to ‘fine 
tune’ their skills.
2.6 Individual 
therapy work: x
----------=----------------------------
2.7 Therapy work 
with couples:
8s-
3.1
2.8 Therapy work 
with families 2-
3.2;
3.2
2.9 Directive/
behavioural
groups:
N fr 3.2
2.10 Non-directive/
psychotherapeutic
groups:
3.2
2.11 Indirect client work: The trainee 
demonstrates effective skills both at a 
general level and in relation to the 
particular requirements of the setting; the 
supervisor gives feedback primarily to 
‘fine tune’ their skills.
X 3.3
3.4
2.12 Client work within a formal system 
(such as EPP): The trainee demonstrates 
effective skills both at a general level and 
in relation to the particular requirements 
of the system; the supervisor gives 
feedback primarily to ‘fine tune’ their 
skills.
3.5
3.6
3.7
2.13 Trainee handles termination of 
client contract effectively (either end of 
treatment or end of placement), dealing 
with both practical issues and the 
emotional aspect.
3.8
3.9
-----------------------------------------------------------   3.1
3.
THE DEVELOPMENT OF 
PROFESSIONALISM
RATING Explanation/ Expansion of 
Rating/Comments
3.1 The trainee knows the background,
structure and future trends of the
Xprofession that underlie the work of
clinical psychologists sufficient to relate it [i
appropriately to the placement. X
3.2 The trainee understands the history,
... -j
I
philosophy, structure, working rules and <7^ I
procedures that relate to the particular )
placement. N
3.3 The trainee demonstrates effective 
work management skills (time 
management, record keeping, reliability 
and administrative independence). 2l
IxoiM sLXit
3.4 The trainee demonstrates self 
management skills (awareness of skill 
limitations when overworked, stressed or 
needing personal support).
X
3.5 The trainee presents in a professional 
way to the client and maintains a proper 
and effective therapeutic relationship, 
maintaining an over-riding concern for 
the client’s interests, an awareness of the 
boundaries of competence and of ethical 
and procedural guidelines that apply.
% -
3.6 Equal opportunities/equality of 
access: The trainee understands the 
importance of these factors in service 
provision within the health and social 
services and addresses them within their 
work, particularly in relation to attitudes 
and skills in client work.
z
3.7 The trainee presents well and relates 
effectively to colleagues both in 
psychology and elsewehere within the 
NHS and other agencies.
X
-
3.8 The trainee makes a positive 
contribution in verbal communication, 
presents material clearly, concisely and 
well structured, can separate fact from 
interpretation, incorporate information 
and opinions from others, can argue 
effectively and negotiate to a satisfactory 
outcome in normal circumstances within 
the placement.
0 -
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3.9 The trainee presents material clearly 
and concisely in written communication, 
and makes good use of structure; 
separates fact from interpretation and 
relevant from irrelevant material; has a
Z
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3.10 The trainee demonstrates an 
understanding of the range of roles that 
psychologists might undertake, such as 
teaching, supervision, consultancy, 
research project work and service 
development.
%
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4.
THE DEVELOPMENT OF 
AWARENESS AND COMPETENCE 
IN SERVICE AND 
ORGANISATIONAL ISSUES
RATING Expianation/Expassxon of 
Rating/Comments !
4.1 The trainee demonstrates a balanced 
and realistic awareness of how 
organisational factors impinge on client 
work both directly and through staff 
practices.
X
t o o t f i  in  Cbiutr
4.2 The trainee works appropriately and 
effectively within the boundaries and 
constraints of organisations and settings.
2
4.3 The trainee works appropriately and 
effectively within the boundaries and 
constraints of a multi-disciplinary team. X
4.4 The trainee understands, and is 
knowledgeable, in relation to the skills 
and work practices of other professions 
and other staff groups.
2 .
4.5 The trainee is able to analyse and 
describe, with some independence, some 
psychological processes active within 
groups, settings or organisations.
z
4.6 The trainee is able to describe, with 
some level of independence, the 
psychological skills and methods required 
to produce change within groups, settings 
or organisations.
2 -
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4.7 Presentation: The trainee prepares 
the material in terms of structure and 
content, relevant to the needs of the 
audience; displays effective verbal and 
non-verbal skills; shows effective use of 
time; chooses appropriate style (didactic 
or facilitative') r e le v a n t to  the jniHienre
X
4.8 Teaching: The trainee prepares 
the material in terms of structure and 
content, relevant to the needs of the 
audience; displays effective verbal 
and non-verbal skills; shows effective 
use of time; chooses appropriate style 
(didactic or facilitative) relevant to 
the audience. The trainee chooses 
assessment and evaluation materials.
CL
4.9 If the trainee has undertaken 
work in any of the following areas, 
please tick and briefly describe the 
work, and comment on the skills used 
and level of expertise displayed:
- consultancy K
f * AjJL/3 VjC r 1tidk ^ Am / a e* n  w
/tv/
- supervision
pen'* r ,/-h
project work
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- service development work 
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5.
THE SHIFT TO WORK BEING 
GROUNDED IN
PSYCHOLOGICAL PRINCIPLES 
FROM BEING ORIENTATED IN 
RELATION TO SPECIFIC 
TECHNIQUES
RATING Explanation/Expansion of 
Ratmg/Comments
5.1 The trainee is able to perceive 
issues from different perspectives; 
draws information from a variety of 
sources and develops it into an 
individualised framework; can see how 
facts can be conceptualised in different 
ways -  using supervisor primarily as a 
sounding board for own thinking 
processes.
i
5.2 The trainee approaches work from 
a theoretical stance with a broad vision 
of the general applicability of 
principles of practice, integrating 
theories from general psychology and 
those specific to settings or client 
groups.
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CLINICAL PSYCHOLOGY
with OLDER ADULTS
PLACEMENT CONTRACT
May - November 1995
*
Worthing Priority Care Trust, Directorate o f Clinical Psychology
Introduction
In this placement we aim to give an introduction to working with older adults with 
mental health problems as a clinical psychologist.
This contract is drawn up between
Ms Roberta Fry, trainee clinical psychologist (=the trainee)
and
Drs. C.A.J. Meesters, clinical psychologist (=the supervisor)
The placement is from 18-5 to 18-11 -1995
Aims of placement
The main aim of the placement is to offer the trainee the opportunity to gain 
experience in all aspects of clinical psychology applied to an EMI setting: direct and 
indirect work with clients, clinical and educational work with carers and relatives, 
structural and supportive work with staff members and involvement in ongoing 
clinical research.
We also hope to introduce the trainee to the challenge of working in this specialism 
and the implications of multidisciplinary work.
Operationalisation
Setting<
Worthing Priority Care Trust has a service for elderly people with mental health 
problems. The service em phasises that it aims to serve elderly people with mental 
health problems, both 'functional' and with a background of organic brain damage. 
The service has a strong commitment to multidisciplinary approach to client 
treatment, and this commitment is visible in all parts of the service:
three community teams 
two in-patient units 
a day hospital
a respite facility for people with dementia
The assessm ent units specialise in short term assessm ent of the client’s problems 
resulting in extensive care plans. One unit is specialised in assessm ent and short 
term treatment with emphasis on clients with ’functional’ problems, the other giving 
more attention to clients with problems based on organic brain damage.
Placement content
The trainee will be based in a shared office with the supervisor and from that 
position be introduced to the community teams, the assessm ent units and the day 
hospital.
All settings will provide opportunities for familiarisation yvith specialist assessm ent 
methods, treatment and research. Seeing the time limitations of the placement the 
trainee will be expected to concentrate on direct client work in the assessm ent unit 
and the community. In addition there is space for short term projects of structural 
work, either client-related or staff-related in any setting.
Techniques
The trainee will gain experience in:
•performing and interpreting specialist assessm ents (neuropsychological, 
functional analysis, structural interviews)
•applying and evaluating a range of treatment methods (client-centred 
counselling, cognitive techniques, memory training, behavioural 
programmes)
•contributing to multidisciplinary client reviews and treatment planning 
•setting up and conducting a group, possibly co-working with another facilitator
Teaching
Staff training and support is an inherent part of the clinical psychologist’s work in an 
EMI service. The trainee will have the opportunity to participate in a pilot project, 
aiming at integrating general nursing approach in a  training course, based on 
psychological principles. She will also have the opportunity to observe and/or assist 
the supervisor in ongoing training and support activities aimed at staff and clients’ 
relatives.
Working arrangements
The trainee will be introduced to the service through an induction period, in which 
she will meet the most relevant workers in the service components. After this 
induction period she will be expected to bear increasing responsibility for the 
organisation and time management of her workload, in close consultation with the 
supervisor. y
Two hours per week has been set aside for formal supervision in a  fixed 
arrangement. In addition the trainee will know at all times where and how to reach 
the supervisor for emergencies or informal supervision.
The psychologists in the Trust have a monthly business meeting, followed by a 
clinical presentation, to which the trainee is very welcome. These professional 
meetings will serve as an opportunity to compare EMI work with work aimed at other 
client groups and as a means to meet other psychologists.
Outcome expectations
The trainee is expected to gain an understanding of all aspects of EMI psychology 
as a specialism from this placement. Growing insight and expertise in technical 
aspects of the placement should become apparent in her progress through reports 
and-correspondence; growing understanding of the specialist role of the clinical 
psychologist in an EMI service is expected to be demonstrated via feedback on 
diverse exposure experiences.
Finally the placement should be a  challenging and positive experience, encouraging 
and guiding the trainee towards conscious choices for her future career 
development.
Worthing, 18 May 1995
Ms. Roberta Fry
Trainee Clinical Psychologist
Drs. C.A.J. Meesters 
Clinical Psychologist
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UNIVERSITY OF SURREY / S  W T R H A - —
M Sc i n  C l i n i c a l  P s y c h o lo g y
* »
T r a i n e e ’ s  name. ..................... . . P l a c e m e n t  Type .
D a t e .  f t J P S  W S .  r ? .  3 f i (  ! t  m .  S u p e r v i s o r s  N am e.C ^.C C ^ . .............
.P lacem ent  D i s t r i c t .  .VOC^TT. . : .......................... .................................
Summary o f  C l i n i c a l  A c t i v i t y
P l e a s e  i n d i c a t e  a t  th e  end o f  you r  p la c e m e n t  what  you have  c o v e r e d  und 
th e  f o l l o w i n g  s e v e n  c a t e g o r i e s :
( 1 )  C l i n i c a l  a c t i v i t y  w i t h  i n d i v i d u a l  c l i e n t s ,  c o u p l e s  & f a m i l i e s  
( u s e  a t t a c h e d  s h e e t  C)
( 2 )  Group work -  u s e  a t t a c h e d  s h e e t  B
( 3 )  T e a c h i n g / S k i l l s  t r a n s m i s s i o n / P r e s e n t a t i o n s
O u t l i n e  ea ch  e x p e r i e n c e  o f  t e a c h i n g ,  i n d i c a t i n g  w h at ,  t o  whom 
how o r g a n i s e d ,  th e  e x t e n t  o f  y ou r  r o l e  and i t s  d e g r e e  o f  s u c c e s s .
2.1'0^ 1 '^5 Adcnus C ~kaxML&,~) ard tvjjieJfi C2°^
cvrouiKfljp oouJ€_<x joi>\fcpf€MAtadTdn ervtmiad 'r Current »SS< 
aJtr^orrey’* h ®  t % p t  .
7 '10- %  I  uOclS ij^ volofjd uo pmjunJojm C^moxJTsucK2tog</ SufVi
oo Qkl &&phxoJ PokSUc odrcy%<irPi>fal<c S&irja^PtegeJttetf-by
■iO*
( 4 )  O r g a n i s a t i o n a l  Work ( e g :  d e v e l o p i n g  IPP s y s t e m ,  s t a f f  s u p p o r t ,  
a s s e s s i n g  c a s e  r e c o r d i n g  s y s t e m ) .  O u t l i n e  each  p i e c e  o f  work,  
i n d i c a t i n g  t h e  e x t e n t  o f  your  r o l e  and outcome.
4-\- 1M5- Exfloinfid ard hurckA over a. biiWxjJtoifJOJ hecc&rcU-aej^ rv 
oo a PV^ i6VlA&nxpav a rd  wScWj <2tei# - 
g'll-^  ExplocKcd, <XAfewU£Mi <^ U2XticHS P'OT'diftiCv£/~^
toeJ^ curou-rcU pr^ gnxrvjrr^ L Oo o~ PP i^ocVW/ixp?i" cxnd 
fUMSJT^  ataif •
II' 10'% iAJoa&d <T) -dUue£*Uj -fer CX pschine a±ras\ Oi-pcd^o/U 
rwnt uSoufdi . “fkis ^uolo^d co-eo©nCcrQ uJcHo O-
<anA rUirS£L2>) KauooLUr^  cHm^ p>-£8g>UKL; fY^yoCr^^ooJi pGSt5 
a& q© KjierncU t^qasSi- j cxnd ur^gfajTr^ rHQa -^frnru 
0ppf0acN2ii Cm reaJLcK| of^HetHcn . 'JGXX^ toHScrT) 
u & O U ^ / ^ Q 0 r t .   " ■
5 . RESEARCH
O u t l i n e  any p r o j e c t s  w h ich  you  i n i t i a t e d  or  w i t h  which  you were i n v o l \  
and i n d i c a t e  t h e  e x t e n t  o f  y o u r  i n v o l v e m e n t .  ' .
r■
■
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■
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1
1
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6. MEETINGS, VISITS, OBSERVATIONS
O u t l i n e  b r i e f l y  ea ch  e x p e r i e n c e  and t h e  e x t e n t  o f  your  i n v o l v e m e n t .
fYVbt B*n©£g>, o -t . -for -tke_
W|o6 R 6 - A + ien d c^  cxjnA p c u ^ c x ^ c u e d  O n  ^ a u cU U -L j opcJctS&' moo^ 
OdzrT co sv - •
\°\|o5R6- rr^ UlUavpl , vwgi e£-
2 3 /0 5 1 ^ 5  iTCt ui<vk CPN io  d i& cu ss vd s +  csf\fcabO fncn
~^mi%  ^ S f f i L a J S e -
l<tfo5fl5 TfU CliWcfl) Nora- Majnm/ e*f ^  ^  .
l i o m -  V is c id  on- in p £ .*> be* *  cu ttyp a J 'ffU *
1 /0 6 /9 5 . fos-nojaY^ Ch^foar ef (WurtcarOL j t w p  cut Wu
iZlbCHS (ito- oia& ftJowwX ^  f l  rcJ^ ' ^  ^  •
i4/Cfcl%- ftrteiAcifid &-(&kzAay<&$> Ourdnt.
(5/66/qg. Visaed f t lz W v ^  t>£e<x&2- Scx*e*y 3K Par/vocfcn Df-Wr an ' ^ ‘^ 3  . 
I^oxod it> Counts curel m W  e ^ jp e m m s  e f  lo o t* ^  aJjA&f &
ujoij^fi • Awerdic) « -  t u r t K  UaXd - & e  a u e / 5  •
2 5 / 0 7 ^ -  l & o W  2 - dP- G * r r &  • a- -
iS v a iM ,  C L ro lU c _  < 5 0 W  <*r) ^ ^ .^ S r S d ^ i  ^
7 . ' COURSES AND TRAINING EVENTS ATTENDED AS PART OF PLACEMENT 
P l e a s e  l i s t  and o u t l i n e  e a c h  o n e .
)
8 . OTHER
P l e a s e  o u t l i n e  any o t h e r  e x p e r i e n c e  on p la c e m e n t .
A+Wvdfici Risic ft\jutx>cvva^i S i m u l a /  c w 'd w tM d  b a  D r-T . •
CloGtfS.  W m te]i "fTliiMcnj -ftr YUsOfa P(efo&crdii‘’ kj P©fOok-i /WafcnO 
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C12VPIc Bval.LD
' UNIVERSITY OF SURREY/SWTRHA 
Psych D/M$c IN CLINICAL PSYCHOLOGY 
EVALUATION OF THE TRAINEE ON PLACEMENT
TRAINEE NAME • - V R D b w P t o  F m  .
« X c a ® q r « r E y g ^ : O k r l o r  A d U x l i S  •
PLACEMENT DATES'fe'-Ww v /T O ^ /  rS i ^ r r v i i i  q s  - ^ 3 o N o u q 5  N o.ofD A % -.
SUPERVISOR N A M B ^ X -■* S * f j. AV y^ /v! C o r r ie , rrW iS+ej<5
PilACEMENT-ADDfefe^^' ' «  ; ' ''rxvrswtx
/  -■ / V J ^ s ' «' *- w " / /  ■*// *”<* v. ^
^ vV" Jvl
/.v.-.wv/^ vXvAvrvv-T^r.iv.y.-.Vr.v.^v.vA^v/.v.w^AVA^v.v^^v!
' * } * %/' m /w   ^>. a :
B i r c K f i d d  O r u E .
6 b c M V ,tx w 3 )A  H ^ S ^ r tc iJ
O ^ r S W D ^ k a w A  f o o d
6 V © t £ ) v x \M  - k a  -  S e n .
u % £ + -  s o 6 S e K w  8 N t f - 3  £ > T ^
OVERALL RATING FOR THE PLACEMENT
In the supervisor’s opinion, has the trainee reached the standard expected to pass the placement?
l l i l f l l l
PASS
PASS: The trainee has gaps in experience that need to be addressed later in training
PASS: The trainee needs to focus on specified areas of clinical skills in subsequent 
placements
FAIL: The trainee has not reached the standard expected
General Comments from Supervisor: - ,
Signed  ___ (Supervisor) Date , ^ - l / w
Comments from the trainee: IT uo<X2> (X tVG_jW-As6_jT (X G^A^ynvcri SRj fY\£XUb€Ll
T££xrv\ {o f (o5(5 CncjtccU d2Cl Aaju clajO cl>^u^ 6  c^TUCi
CiVLecfcr GGUTv c u T^£- ( r c m  rr\UJUtrvdXScX^Lxu^^ • -XiO n57& c t
; x ;  T O jt SoppSfiXd , arid f-f Cqs& cl/IJ  j
Signed P c ^  ._________ (Trainee) Date ^ - \  \ ~ »
p f o ie c t f id  t u j  m x j  S o q p e rc n & n T  , T k i s  ^ t s u i i € d  t o
C o n ftc k L r t& , tn nru| c d 2 l L r u C a J  ^ucAotecicS
WBIS*BBr$6
The supervisor may raise questions or 
present options for the trainee to consider, 
but usually the trainee can present plans 
and ,make decisions on how to proceed 
whifch they have devised independently.
i *
I
| -2 -^  |)/cI”' O— I'A A . Q~\/'
SU a I - ; v J K « * - U
17S*.JX-.^
kL-J-J . S V— ,*A
Ljt— O-M^/ v £j?_ o . —0^
The trainee does not usually require 
observation, monitoring or detailed 
questioning to maintain the standard of 
work, but this is used to ‘fine tune’ skills. 
The trainee self monitors and identifies 
the need for assistance in normal 
circumstances.
7 .
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The trainee shows a balance between 
autonomy and the use of support and 
advice which is appropriate to their level 
of skills, the client and the service setting.
3 ?
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In your opinion, does .the trainee reach the standard expected: £ * '-.c.U ^U ^ <»-* cA.\/\f
rt^Ce^Aowi ) _•
3 YES-Above expected level -  please expand
2 YES -  At expected level -  please expand
1 NO - Borderline -  please expand
0 NO - Please explain
N/A Not applicable i
w wmzmmmm. 
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1.1 The trainee can convert presenting 
problems into questions that can be 
delineated within a psychological perspective 
and with measurable solutions.
' t
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1.2 The trainee has good knowledge of the 
rai^ge of assessment procedures available and 
is able to choose the appropriate one to use 
in straightforward situations.
3
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1.3 to 1.6 The trainee 
carries out procedures 
and collects information
1.3
Psychometric
measurement
3 Ox-/-c
in an objective way, yet 
retains a sensitive stance 
with clients and is able 
to recognize factors that 
limit the reliability and 
validity of assessment.
1.4 Other 
formal 
psychological 
assessments
2 .
o — —---1"
1.5 Behavioural/ 
observational 
assessments & 
functional 
analysis
3
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1.6 Other 
assessments
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1.7 The trainee separates fact from 
interpretation, can integrate information 
from a variety of perspectives, compares and 
conttasts-models; devises a formulation 
independently that encompasses multi­
factorial dements.
3
**
1.8 The trainee can devise a realistic and 
appropriate intervention plan based on an 
appropriate therapeutic modd. 3  r '
AateAA.iM.V 
<UjO.'v «~v/ !■ ^L«.lv/ViC. O^ VlOSf
1.9 The trainee can plan an overall 
intervention strategy, evaluate progress, re­
formulate and modify the intervention plan.
K-
3
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1.10 Evaluation of clinical interventions: 
the trainee understands the importance of 
evaluation in clinical work; chooses and use, 
appropriately common methods and can 
modify measures for a new situation.
V
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In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO -  Please explain
N/A Not applicable
2.
m m m sm
2.1 The trainee takes overall 
responsibility for action in relation to 
routine client matters such as making 
appointments, setting up meetings with 
colleagues etc.
. 2 -
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2.2 The trainee can handle unplanned and 
unexpected events in a  therapy session in 
an effective and controlled way to the _ 
benefit of the client, referring back to thei. 
supervisor(subsequendy.^ ^
3 > —^-c-3~ t'l 6» ^  )
2.3 The trainee engages the client, 
communicates appropriately to them, 
demonstrates awareness of what is 
clinically relevant and Is sensitive and 
flexible in applying'techniques. This 
particularly applies to clients from 
different cultural or ethnic backgrounds, .. 
or at different levels of intellectualteki]ltJ3
3>
>
.< >V». -
\  £  JUL. 1 Cf -^U^ -y
O-j+yL +
U icU , '• —
V*. +■ ’---\*€' t
>^ . B>.
lv*-r «AX
O^VP*-r>«-
WcU^tc^ A*'
2.4 Communication of psychological 
information or opinion. The trainee can 
present psychological information or 
opinion to clients, relatives and/or carers 
and staff effectively, modifying language 
appropriately, using the appropriate style 
and addressing concerns raised in a 
facilitative manner.
' /2 L-jeVVH1 / ^ i \ '  * Vv-V
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2.5 Interviewing; The trainee interviews 
clients effectively and appropriately, 
keeps control of the session, keeps to a 
structure yet allows the client to express 
their own issues. r *;
3
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2.6 to 2.10 The 
trainee 
demonstrates 
effective therapy 
skills both at a 
.general level and 
Un the use of 
particular models; 
the supervisor 
gives feedback 
primarily to ‘fine 
tune’ their skills.
2.6 Individual 
therapy work:
3 -6V ct -e— ]/
2.7 Therapy work 
with couples: M A -
u. U> !—»<.(( «-» v. j
c lt .
2.8 Therapy work 
with families W - A . i . -  - k. 1—- t— <Y*-~xC
2.9 Directive/ 
behavioural groups: 3 . --- --- O —
e . * w — ( A - v *  ~  “v'
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2.10
Non-directive/
psychotherapeutic
groups:
S
J
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2.11 Indirect client work: The trainee 
demonstrates effective skills both at a 
general level and in relation to the 
particular requirements of the setting; the 
supervisor gives feedback primarily to 
‘fine tune* their skills.
z
2.12 Client work within a  formal 
system (such as ipp): The trainee 
demonstrates effective skills both at a 
general level and in relation to the 
particular requirements of the system; the 
supervisor gives feedback primarily to 
‘fine tune’ their skills.
a
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In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO - Please explain
N/A Not applicable
3.1 The trainee knows the background, j  
structure and future trends of tire 
profession that underlie the work of 
clinical psychologists sufficient to relate it 
appropriately to the placement.
3
i
3.2 The trainee understands the histony, 
philosophy, structure, working rules and 
procedures that relate to the particular 
placement.
ri-
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3.3 The trainee demonstrates effective 
work management skills (time 
management, record keeping, reliability 
and administrative independence).
3
UcclAc S-r.l/l'l
3.4 The trainee demonstrates self 
management skills (awareness of skill 
limitations when overworked, stressed or 
needing personal support).
a
3.5 The trainee presents in a  professional 
way to the client and maintains a  proper 
and effective therapeutic relationship, 
maintaining an over-riding concern for 
the client’s interests, an awareness of the 
boundaries of competence and of ethical 
and procedural guidelines that apply.
au*— 1— S* \ .
3.6 Equal opportunities/equality of 
access: The trainee understands the 
importance of these factors In service 
provision within the health and social 
services and addresses them within their 
work, particularly in relation to attitudes 
and skills in client work.
a.
3.7 The trainee presorts well and relates 
effectively to colleagues both in 
psychology and elsewebere within the 
NHS and other agencies. h ;
3.8 The trainee makes a positive 
contribution in verbal communication, 
presents material clearly, concisely and 
well structured, can separate fact from 
interpretation, incorporate information 
and opinions from others, can argue 
effectively and negotiate to a satisfactory 
outcome in normal circumstances within 
the placement.
3
•
3.9 The trainee presents material clearly 
and concisely in written communication, 
and makes good use of structure; 
separates fact from interpretation and 
relevant from irrelevant material; has a <. 
felxible style depending on the heeds of 
the recipient.
2
3.10 The trainee demonstrates an 
understanding of the range of roles that 
psychologists might undertake, such as 
Reaching, supervision, consultancy, 
research project work and service 
development.
3
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In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please explain
0 NO - Please explain
N/A Not applicable
4.
m m m m m
M M f e
4.1 The trainee demonstrates a balanced 
and realsitic awareness of how 
organisational factors impinge on client 
work both directly and through staff 
practices.
%
4.2 The trainee works appropriately and 
effectively within the boundaries and 
constraints of organisations and settings. 2
4.3 The trainee works appropriately and 
effectively within the boundaries and 
constraints of a multi-disciplinary team.
*1
A
4.4 The trainee understands, and is 
knowledgeable, in relation to the skills 
and work practices of other professions 
and other staff groups.
z
I
4.5 The trainee is able to analyse and 
describe, with some independence, some 
psychological processes active within 
groups, settings or organisations.
. ^
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4.6 The trainee is able to describe, with 
some level of independence, the 
..psychological skills and methods required 
to produce change within groups, settings 
or organisations.
- T
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4.7 Presentation: The trainee prepares 
the material in terms of structure and 
content, relevant to the needs of the 
'  audience; displays effective verbal and 
non-verbal skills; shows effective use of 
. tinje; chooses appropriate style (didactic 
; or facilitative) relevant to the audience.
b
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4.8 Teaching: The trainee prepares the 
material in terms of structure and content, 
relevant to the needs of the audience; 
displays effective verbal and non-verbal 
skills; shows effective use of time; 
chooses appropriate style (didactic or 
facilitative) relevant to the audience. The 
trainee chooses assessment and evaluation 
materials.
. 7 -
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4.9 If the trainee has undertaken work in 
any of the following areas, please tick and 
briefly describe the work, and comment 
on the skills used and level of expertise 
displayed:
- consultancy v /  Q
°  \-  supervision . y
-  project work
-  service development work
s .
2 . 3
9
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In your opinion does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES -  At expected level -  please expand
I NO -  Borderline - please explain
0 NO -  Please explain
N/A Not applicable
5.
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5.1 The trainee is able to perceive 
issues from different perspectives; 
draws information from a variety of 
Sources and develops it into an 
individualised framework; can see how 
facts can be conceptualised in different 
ways - using supervisor primarily as a 
sounding board for own thinking 
processes.
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\
\.y f -  ^ _ ' C- ( (. —<*■"/
v'x/ <*./ A<
.o-^ p Vo. fff „_k
gAl' r ^ « —> ^ u- 
C • • • /
5.2 The trainee approaches work from 
a theoretical stance with a broad vision 
of the general applicability of 
principles of practice, integrating 
theories from general psychology and 
those specific to settings or client 
groups.
2 . '
5.3 Generic skills: The trainee draws 
on therapeutic skills techniques and 
methods from the range of client 
groups, and uses diem with 
appropriate modifications for the 
individual client.
. 2 .
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In your opinion does the trainee reach the standard expected:
3 YES -  Above expected ievd - please expand
2 YES -  At expected level - please expand
1 NO -  Borderline - please explain
0 NO -  Please explain
N/A Not applicable
SPECIALIST PLACEMENT CONTRACT FOR ROBERTA FRY
Options 50-5 days 5th December 1995 - 12th June 1996
This contract outlines requirements and opportunities while working in the speciality 
of addictive behaviour.
Client Contact
Individual client work from both the alcohol and drug teams.
Places to Visit
1 Crawley Substance Misuse Service
2 Herbert Hone Clinic, Brighton
3 Drug and Alcohol Information Service, Brighton
4 Rowan Detox Ward at Springfield Hospital, Tooting
5 A rehabilitation unit eg one or two of the following; Brighton Recovery,
Phoenix House Family Project, Arch House, Ravenscourt, St. Josephs,
Phoenix House, Bexhill on Sea, Roma Programme or Eden House.
Therapy Skills
Further develop my skills using the cognitive behavioural model through in-depth 
client work. Obtain skills in the use of motivational interviewing and relapse 
prevention.
Scientific Method
Clear emphasis on formulation skills and the process of therapy. Where possible, link 
this to relapse prevention work.
This will be facilitated by the trainee spending
• more time for the assessment and planning of an intervention
• more use of process record of treatment sessions
• more use of written records to develop structure and conceptual skills
Professional Issues
• Further develop own style of working
• Reflect upon role of Clinical Psychologist in a multi-disciplinary team
• Be aware of issues of personal safety
• Be aware of ethical issues involved in the work
Organisational Issues
• Learn about the development and history of Options
• Develop greater understanding of multi-disciplinary work
• Develop awareness of similarities and differences between the specialist services 
and mental health divisions within the Trust
• Attend a variety of multi-professional meetings concerning service development. 
Agreed Focus of the Placement
In depth work with selected client group with primary drug and alcohol service needs. 
Coupled with an opportunity to develop experience and understanding of 
organisational issues within Substance Misuse Service Delivery.
Michael GeorgeRoberta Fry
Chartered Clinical PsychologistClinical Psychologist in Training
LOG BOOK
UNIVERSITY OF SURREY / S T R H A 
PsychD in Clinical Psychology
Trainee's N am e..f^ \3Q X r\^..5x^..........  Placement Type
Supervisor's Name .KWlJCt 
Date ^ J . ^ D u r C . ^  Placement District
W e S i - - t x J B S e / c
Summary of Clinical Activity
Please indicate at the end of your placement what you have covered under the following 
seven categories:
1) Clinical activity with individual clients, couples and families - use attached sheet C
2) Group work - use attached sheet B
3) Teaching/Skills transmission/presentations
Outline each experience of teaching, indicating what, to whom, how organised, the 
extent of your role and its degree of success:
 ^ Pu?9c <\¥r\ Rp,S?rurh pfopcfiraJ ~tQ OphoTlS duruz
cz QjS&C v€jOi<2-uG S Q ^ v O O  . » .
cicsign PsfcJbrcn^
m -5 - % fle& rtfcW  -fecUHcdt/ a  f2^  teoietv oUscuuXeh aMziU
4) I Organisational Work (e.g. developing IPP system, staff support, assessing case 
\ recording system). Outline each piece of work, indicating the extent of your role and 
I outcome:
30 -5-36 1Wwed rau fCgecMTlh pt«Xu^>m/U Sb
-ft-e, CUoiccU -SpecioJ 373crea- wfoup ^
(^ AicWS ax SorteJu Ofa.lRiSitU '
-d j  u, qfo <^ A£, CfrrzH ( Chichesterrrvy te&easch
Z7(b(% f N i M i d  iu ja  ^  Zryruon
cu lobdl toU -J  (J* cnluS-t Q te if hdp ^  Kcsuttuy Subject
5) RESEARCH
Outline any projects which you initiated or with which you were involved and indicate 
the extent of your involvement:
I x  (i>rduiAs^ rau  -final piecco ©h research
-fir (yuj CUiuloA D o t c c f c  Ophcr\&,
I x  -(of ck&icn c ta ta
(M ecbon , ojndJUjS'6 o j n d  fojpon' u j r e r u n e )  *
* X a.jpp\f?c\ SXp (Wcept hiscJKijpcmCLj Q^-drnj
a  SxW te e£ alcdrffi O j m x  ca^nd-u^  icm J
S c l U cX S I  § e y i r o 2 &  •
'"Tk. -k'c.uoa u X K - vxLrvA SoppnX oe  
\ $  nva K$£aXh eM^m> .
|f>) MEETINGS, VISITS, OBSERVATIONS
;|
1 Outline briefly each experience and the extent of your involvement:
J
Ik  /VfJaodLfld u3€jjjccy pexur focnguo rnsiiaxrcfS.
p - l 3 .-3 6  oteorued o^poroiSS^ rcu t c l m ciitxm  uo&k. ex ieacl^r 
I curd ouqoua-h uJoncoT cho pcn^ihiiitu
1 o^^rou^S Con icy pjzar-rvJo05 CL*r%e. HojUi CsJVo€.
|icX-ia-35 AttCrfTOihSdi b&f-u>6&r> broa a /d  fHc&h6] -feoLm 
I rn&kKncp> o n  a  ujeofcxy foaSfUs .
|lt--i3-96 biscu^ed -H-e-nJ^ L cD^fi^CXurujoaj (vjurs^^cctaJ.^?- 
1 -fo'TCUvC. cLrca <T£com odfcUo -Thom
1X12-35 'D iscu^ ol rcTX Q^CClaxCCU AJo^ SO- 
SpGcicUJtS  ^- f X r  Q-Kii. culc<m5) H b a r o  .
Itt-i3~35 Ob&civ€d clUdcouL £ P - run a. tr^ thOLcLon  ^ft^fijyim 
Clxrojo curd cUscuuz&ad Kxs oShi, ch QJ-e, H€ojm .
iif-i 2-96 QrtaxUtd cx pt^SarLbCng mzjztisx) .
15 ' i £ - ct 5  o b s o r u ^ c l  6 c r p e / o S s > r  u J o n c  u 3 w i  - fu o o  c J U x z m 5 .  
D is c x u s & G d  bcA4-> <5a&-t2& c n  d ^ a i L  o s d / y  Qf f ^ -
■(rourm w rt <5^  rrmiuouti'cnaj CrHcrui&n/'rn to  
k U ssoefc1' ‘-H-& OUuXcU. S^%5siO/ps . 
o - o i - %  /H f o n d io d  A d j x T  I ) n x j d r o o p  r r < & d r q .
10 -oi -%jfeccosed  °Jk_ (tto dh^jc sx j^clL Lo o r a wf Hc o l x i l  
iearn - j
S-oi-qb ctmaxd an aJ&n&mjKt Lsfreso/ejuQ a ju  cUsc^cmd
r\lAh m!n Awn s ’ / ,T70u x s) (\J. si 0/c? /v / /  /  J?
i f )  vX \> U -, " J l • c u n c j1 / 3  1 % .  A + js A d d  a t- ;C l p M r c . p a 'K Y ' i
(\A)6$r) %nion tFiCF SofrS+a/OGl. FUSoSe^ GlocvU-H a
K s t f o m  a j d U u t  F o ro n n  , J
'H-iS - AWndcl UJe&f Sussex: .]> orA Alcohol
f r i u i a ^  Q s m 'fT D d d e S --  W Q Q ± C r n  .
£ifjOlfj% Spoke. 'VO SV€vC 'BariNl, , feseui/Cb VOorSCL. -from SKFrcg
cUtdv- VuS uGDOCoM -^ •
3o/cif|^- f e t o d  (M ofuF Da_rucJS ( C A x n x c a J  r \J o f$ £ L  S p ^ t i a L c - !  . , ,
c ^ J  C o c a so JM J X j)  O -b o tH - b a r  u J o i X  a j r
*. laS ftb - 6 a ±  uv a ,  Sr-Jefricn u J & k  ‘=fkL S ocxxxJ u D o r f f i r - ^ r ^ -
ajciSM] A^ nun/] / C e rr jlr te y v j a te  Comrrujjruj-n Ft/O'
1£ tva2> -
1/65/76  • l){sc-oiv5S0nl Sorv? <£ a t e ,  b n c n lu c d  <n D r M a C ia r
p^crcbvm oo&F qag, Prcg ra.rrnxL /m ^ to e %  
-£u/d ou± a i^ ru t  te r  r0fe un3km Ite le&jn
'  3 1 6 1 % .  v/tSi4€cj f b u x i f )  c u rd I SaC C kjrpQ U L u o a . r c i 3  a t  c i k . .
feqicraJ 3Vo0 fependancc., I'kam v/ it a j 1 feseard 
C'Tubj Sprincfigjfcl Q A  L)&sfhj L-te'&pcicU. larh w  ;•
io/5/%. UisHed £><u^  /Wvt^ax) iLoferrm/jtr? A ajx'c. (W /s )
5 *D
X V 5 1 % - C H u u e A  a ,  j w i i t  t m t u ^  £  c p m j  < & $ . S oc ia l S e a r r  
|  ( m m e r p o f f e  -
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7) COURSES AND TRAINING EVENTS ATTENDED AS PART OF PLACEMENT
Please list and outline each one:
5 ' - | Q . - c \ 5  u x t t c V c l  Ql'O- ' ^ a m g c n a  D o r a X  ' T n x x j ' x u ^ a
ViclfiO v
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12 - b - %  • fflfend^c} C ^ ^ ^ ^ r v \ ( 2 A i S  LO °H^L PsuC Jh£)tocjy €r~
B i2> od iaars & ^ R /Y 2 l - ( PSISff
8) OTHER
Please outline any other experience on placement:
5-12 -^5 PffljrChd 6uSie0fbach ^diue.. ."Tkn RxiSa Bcciy :
o n  p K y f S ic a J  c o u r t i o r  -n -ro L rs fb < ijn C Q _
ftW LNM A. ^ a n n a  VXttliaMS- rThe. HO -  e f y f r u  5 y S + 2 m  - 
1 f c f lc e ta \X  o n  X krL - n - s a a s r o o r o t r  o f -  A rG k .c  s e e  r i t s
v a ^ t t  c c e h j x )  d c s o i r t a / S  .
2 5 - 3 - %  M t c r t t o e !  Z h i r c c l a d o o j  ' u i . h e c L j ^ ^ } <  
i  Cfrncpptf 7'aX X/uztr^/ fcu j^ocfm  £1L ^
■ 7 1 - 3 - ^  ■ c t u i l c .  •
Signed .... Trainee............................... Date M U > . 8 k „ ,
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UNIVERSITY OF SURREY/SWTRHA 
PsychD IN CLINICAL PSYCHOLOGY 
EVALUATION OF THE TRAINEE ON PLACEMENT
TRAINEE NAME R o b e r t a  K a e ie _  Fru
PLACEMENT TITLE Sp&aaJust- Plaairoaet: tn  SolcShmiL. TKsis?
PLACEMENT DATES No. of DAYS-YR t 1
-YR 2 ]5 0 '5
SUPERVISOR NAME V\\ &L- G eofof..
PLACEMENT ADDRESS T L , & ra-Pton R c c d  (OPTIONS)
WOKTPUvjG-
\k). SUSSEX
BHI\ \&p
O R O S  £ftU -5BR
OVERALL RATING FOR THE PLACEMENT
In the supervisor’s opinion, has the trainee reached the standard expected to pass the placement?
COMMENT . TICK
PASS i / '
PASS: The trainee has gaps in experience that need to be addressed later in 
training
PASS: The trainee needs to focus on specified areas of clinical skills in subsequent 
placements
FAIL: The trainee has not reached the standard expected
General Comments from Supervisor:
cA.(Uc\ lr^ \ k/v-fj-w. \A  LC^  J
|sv>J»W^4 fvX^ C/tvw i Cg-A_ u x p y lc  ♦
.(Supervisor) Date_Sicned
Comments from the trainee: I hCLXJ^. '^ t^ O ^ O U Q ^ L u  O ^ p ^ - C J
cd t G p h b f G  • '.'\ H s u .>€. f u T l k i /  d -A dO  l e f l z d  r a o  (o ^ F ic E /K T  * 
A 'c k s f c u o J  i c h m t h u  a r c l  { t t t  u j C l l  k s p p x m i  o n  t e f M  r e a / ? 5 -
i ;  U j o - m o d  - f r o m  O i l .  O R  o r a /  C & H e Q ^ o ^  o l t c !  t d t t  S a T e
 (Trainee) Date \~l 5  .
e j p e o c ) b  < 1 ©  d i S c ^ n h g j 2 _  u c n i l K  Q k e v m  c t k  N - v r r v £ S  ]  
fly) tL'kul ,(|.cl/ld A m  1 Nxcxx.r i < rvi !' u-t'cio I/Xj  f'kJ( OJ\ \:t :i
Sinned
SUPERVISOR * TRAINEE 
RELATIONSHIP
RATING Explanation/Expansion of 
Rating/Comments
The supervisor may raise questions or 
present options for the trainee to consider, 
but usually the trainee can present plans 
and make decisions on how to proceed 
which they have devised independently.
3
The trainee does not usually require 
observation, monitoring or detailed 
questioning to maintain the standard of 
work, but this is used to 'fine tune’ skills. 
The trainee self monitors and identifies 
the need for assistance in normal 
circumstances.
3
The trainee shows a balance between 
autonomy and the use of support and 
advice which is appropriate to their level 
of skills, the client and the service setting. 3
1
i
In your opinion, does the trainee reach the standard expected:
3 YES - Above expected level - please expand
2 YES - At expected level - please expand
1 NO - Borderline - please expand
0 NO - Please explain
N/A Not applicable
ASSESSMENT, FORMULATION, 
CLINICAL EVALUATION  ^ ~
RATING Explanation/Expansion of ■ 
Rating/Comments
1.1 The trainee can convert presenting 
problems into questions that can be 
delineated within a psychological perspective 
and with measurable solutions.
3
1.2 The trainee has good knowledge of the 
range of assessment procedures available and 
is able to choose the appropriate one to use 
in straightforward situations.
2.
1.3 to 1.6 The trainee 
carries out procedures 
and collects information
1.3
Psychometric
measurement n/a
in an objective way, yet 
retains a sensitive stance 
with clients and is able 
to recognize factors that 
limit the reliability and 
validity of assessment.
1.4 Other 
formal
psychological
assessments n/A
1.5 Behavioural/ 
observational 
assessments & 
functional 
analysis 3
1.6 Other 
assessments X
'1.7 The trainee separates fact from 
interpretation, can integrate infonnation from 
a variety of perspectives, compares and 
contrasts models; devises a fonnulation 
independently that encompasses multi- 
factorial elements.
3
1.8 The trainee can devise a realistic and 
appropriate intervention plan based on an 
appropriate therapeutic model. 3
1.9 The trainee can plan an overall 
intervention strategy, evaluate progress, re- 
fonnulate and modify the intervention plan.
3
1.10 Evaluation of clinical interventions: 
the trainee understands the importance of 
evaluation in clinical work; chooses and 
uses appropriately common methods and 
can modify measures for a new situation.
3
THERAPY AND INTERVENTION 
SKILLS
RATING Explanation/Expansion of 
Rating/Comments
2.1 The trainee takes overall responsibility 
for action in relation to routine client 
matters such as making appointments, 
setting up meetings with colleagues etc.
3
2.2 The trainee can handle unplanned and 
unexpected events in a therapy session in 
an effective and controlled way to the 
benefit of the client, referring back to the 
supervisor.
2.3 The trainee engages the client, 
communicates appropriately to them, 
demonstrates awareness of what is 
clinically relevant and is sensitive and 
flexible in applying techniques. This 
particularly applies to clients from 
different cultural or ethnic backgrounds, or 
at different levels of intellectual and 
linguistic ability.
3
2.4 Communication of psychological 
information or opinion. The trainee can 
present psychological information or 
opinion to clients, relatives and/or carers 
and staff effectively, modifying language 
appropriately, using the appropriate style 
and addressing concerns raised in a 
facilitative maimer.
X
2.5 Interviewing: The trainee interviews 
clients effectively and appropriately, keeps 
control of the session, keeps to a structure 
yet allows the client to express their own 
issues.
3
--------------------------------------------------------------- _i
2.6 to 2.10 The 
trainee
demonstrates 
effective therapy 
skills both at a 
general level and 
in the use of 
particular models; 
the supervisor 
gives feedback 
primarily to 'fine 
tune’ their skills.
2.6 Individual 
therapy work: 3
2.7 Therapy work 
with couples: n /a
2.8 Therapy work 
with families k /A
2.9 Directive/
behavioural
groups: n |a
2.10 Non-directive/
psychotherapeutic
groups: n | a
2.11 Indirect client work: The trainee 
demonstrates effective skills both at a 
general level and in relation to the 
particular requirements of the setting; the 
supervisor gives feedback primarily to 
'fine tune’ their skills.
« |a
2.12 Client work within a formal system 
(such as IPP): The trainee demonstrates 
effective skills both at a general level and 
in relation to the particular requirements of 
the system; the supervisor gives feedback 
primarily to 'fine tune' their skills.
• •
2.13 Trainee handles termination of 
client contract effectively (either end of 
treatment or end of placement), dealing 
with both practical issues and the 
emotional aspecr.
3 •f-t'ifi- iiS'A®-* tfj-—
THE DEVELOPMENT OF 
PROFESSIONALISM
RATING Explanation/ Expansion of 
Rating/Comments
3.1 The trainee knows the background, 
structure and future trends of the 
profession that underlie the work of 
clinical psychologists sufficient to relate it 
appropriately to the placement.
z
3.2 The trainee understands the history, 
philosophy, structure, working rules and 
procedures that relate to die particular 
placement.
Z
3.3 The trainee demonstrates effective 
work management skills (time 
management, record keeping, reliability 
and administrative independence). 3
3.4 The trainee demonstrates self 
management skills (awareness o f skill 
limitations when overworked, stressed or 
needing personal support).
>
3
3.5 The trainee presents in a professional 
way to the client and maintains a proper 
and effective therapeutic relationship, 
maintaining an over-riding concern for the 
client's interests, an awareness of the 
boundaries of competence and of ethical 
and procedural guidelines that apply.
3
3.6 Equal opportunities/equality of
access: The trainee understands the 
importance of these factors in service 
provision within the health and social 
services and addresses them within their 
work, particularly in relation to attitudes 
and skills in client work.
NIk-
3.7 The trainee presents well and relates 
effectively to colleagues both in 
psychology and elsewehere within the 
NHS and other agencies.
3
3.8 The trainee makes a positive 
contribution in verbal communication, 
presents material clearly, concisely and 
well structured, can separate fact from 
interpretation, incorporate information and 
opinions from others, can argue 
effectively and negotiate to a satisfactory 
outcome in normal circumstances within 
the placement.
3 \ I&jM & Y  p y * \ Z 5 i \
3.9 The trainee presents material clearly 
and concisely in written communication, 
and makes good use of structure; 
separates fact from interpretation and 
relevant from irrelevant material; has a 
flexible style depending on the needs of 
the recipient.
3
3.10 The trainee demonstrates an
understanding of the range of roles that
psychologists might undertake, such as /*i
teaching, supervision, consultancy, 2research project work and service A *
development.
4.
THE DEVELOPMENT OF 
AWARENESS AND COMPETENCE 
IN SERVICE AND 
ORGANISATIONAL ISSUES
RATING Explanation/Expansion of . . .  
Radn^Oom m ents
4.1 The trainee demonstrates a balanced 
and realistic awareness of how 
organisational factors impinge on client 
work both directly and through staff 
practices.
M/ft
4.2 The trainee works appropriately and 
effectively within the boundaries and 
constraints o f organisations and settings. Wfr
4.3 The trainee works appropriately and 
effectively within the boundaries and 
constraints of a multi-disciplinary team. 1
4.4 The trainee understands, and is 
knowledgeable, in relation to the skills 
and work practices o f other professions 
and other staff groups. 2
4.5 The trainee is able to analyse and 
describe, witlt some independence, some 
psychological processes active within 
groups, settings or organisations.
ujh
4.6 The trainee is able to describe, with 
some level of independence, the 
psychological skills and methods required 
to produce change within groups, settings 
or organisations.
N / f t -
-
4.7 Presentation: The trainee prepares the 
material in terms of structure and content, 
relevant to the needs of the audience; 
displays effective verbal and non-verbal 
skills; shows effective use of time; 
chooses appropriate style (didactic or 
facilitative) relevant to the audience.
3  ■
jO/gAe^^-zx.K<tw3 
CJUIAS- to
4.8 Teaching: The trainee prepares 
the material in tenns of structure and 
content, relevant to the needs o f the 
audience; displays effective verbal 
and non-verbal skills; shows effective 
use of time; chooses appropriate style 
(didactic or facilitative) relevant to 
the audience. The trainee chooses 
assessment and evaluation materials.
3
4.9 If the trainee has undertaken work 
in any of the following areas, please 
tick and briefly describe the work, 
and comment on the skills used and 
level of expertise displayed:
- consultancy
- supervision
- project work w/*
- service development work
5.
THE SHIFT TO WORK BEING 
GROUNDED IN
PSYCHOLOGICAL PRINCIPLES 
FROM BEING ORIENTATED IN 
RELATION TO SPECIFIC 
TECHNIQUES
RATING Explanution/Expansioo of 
Rating/Comments
5.1 The trainee is able to perceive 
issues from different perspectives; 
draws information from a variety of 
sources and develops it into an 
individualised framework; can see how 
facts can be conceptualised in different 
ways - using supervisor primarily as a 
sounding board for own flunking 
processes.
3
5.2 The trainee approaches work from 
a theoretical stance with a broad vision 
of the general applicability of 
principles of practice, integrating 
theories from general psychology and 
those specific to settings or client 
groups.
3
5.3 Generic skills: The trainee draws on 
therapeutic skills techniques and 
methods from the range of client groups, 
and uses them with appropriate 
modifications for the individual client.
a d u l t  s p e c ia l is t  p l a c e m e n t
5 December 1995 ->11 June 1996 (19 clinical days)
AIMS
1. To further develop core therapeutic skills.
2. To facilitate the integration of the themes and issues encountered during
the four core placements, in order to enable to trainee to folly appreciate 
developmental and life span issues across Specialty work.
THERAPY SKILLS
Develop greater awareness of the process of establishing the therapeutic 
alliance, eg Through interpersonal contact; accurate empathy and 
unconditional positive regard
SCIENTIFIC 
METHOD
Provide a clear emphasis upon formulation and the process of therapy
by:
1. Spending more time for the assessment and planning of an intervention.
2........Making more use of a process record of sessions.
!
3. Making more use of written records to develop structure and conceptual
skills.
PROFESSIONAL 
ISSUES
Develop and refine trainee's own style of working therapeutically
AGREED FOCUS OF 
THE PLACEMENT
To develop understanding of the Cognitive-Behavioural Model and learn^.‘|  
how to apply it to client work.
LO G  B O O K  
U N IV ERSITY  OF SURREY / S T  R H A 
PsychD in Clinical Psychology
Trainee's Nam e ...'.......... Placem ent Type ............... .
Supervisor’s Name .>3oW rV-.
Date Placement District................................... ..................
Summary of Clinical Activity
Please indicate at the end o f your placement what you have covered under the follow ing 
seven categories:
1) Clinical activity  with individual clients, couples and fam ilies - use attached sheet C
2) G roup work - use attached sheet B
3) Teaching/Skills transm ission/presentations
O utline each experience o f teaching, indicating what, to whom , how organised, the
extent o f your role and its degree of success:
iWi-nJd mu PsychD PeSeo/Ch PrcfcSoA 5*e
4) O rganisational W ork (e.g. developing IPP system , staff support, assessing case 
recording system ). Outline each piece o f work, indicating the extent o f your ro le  and 
outcom e:
RESEARCH
Outline any projects which you initiated or with which you were involved and indicate 
the extent of your involvement:
MEETINGS, VISITS, OBSERVATIONS
Outline briefly each experience and the extent of your involvement:
7) COURSES AND T R A IN IN G  EV EN TS ATTEN D ED  AS PA RT OF PLA C EM EN T 
Please list and outline each one:
8) OTHER
Please outline any other experience on placement:
2 H k i s + m o d  an audjn idjpe., re^orCLum &- 
l€ £ fu J '€ -^ £ ) 'D 6 r\ to u  D r- S q o H " ( S d t ta x  0 T 300 + '
-SdlvT hon F o c u s a ? .d  'T h a . r a ^ L ) J> •
5‘ 1 % tfS  . Mfcodsd ^ ~ T U a l o c c L y : r^KacJecrx^ o r >
fhysicaJ cc^ 'der- ^oun3fkt€njz, ‘‘ fcM 5b5i;e ocbach
7  3  %  'T lv L .-  K t '  E o M u  S a 9 t £ / Y ~ > ;  R c ^ l f i f + b ^  c f )  a i y £ -
f t^ S j£ > fT 6 r t t  (%- uTV^T E to K x v g  Dfe<^niri£/5
b e )  £ r v a r m  i c i  i i b m s  • ■
25-3-% Mtenckd JJmclMCicw £2  f S f e S 'Gsn'&.pft irnr CMi&u'7£'£he>lcgfoS ^  /auS/occ 
ciCnXc- ■ ' ,
Signed Trainee    Date ...SLG..JA.J...O .Q ..:. 
Signed Supervisor  Date ..................
\r} - ']-o ^  v^kjrNotad Cx^ osurva Seajj~e 'fojrrUJjj b a J e  ;
ZW liccchd^S d f  T O c J w f b  " n ^ n r y  d ^ ^ j y u h j  
'N W r o e p u  ^  D r - J o k n  & -jn c ^ ~  U a j x \
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UNIVERSITY OF SURREY/SWTRHA 
Psych I) IN CLINICAL PSYCHOLOGY 
EVALUATION OF THE TRAINEE ON PLACEMENT
TRAINEE NAME R o b c P V tx  F r u
PLACEMENT TITLE S p c c b x l  i s T  f t d u H r  P l a Q L n r ^ j T b t  -
p l a c e m e n t  DATES 5  / I t t J q g  -*> il / 6 1%  m - <* & a y s - y r  i ; ( c j
l ScSSifTV a  ujOCiL • 2
SUPERVISOR NAME . 0  c K p \  b p  b e ju iO L
PLACEMENT ADDRESS 1 b  L v K f p c o l  G rx x c U '-O S  -* 1 . 
u 3 o  r  i-t'VMfNA
v x 'e s v  s t f W
B N  11 t £ M -
I«U ’. C n R O Z S  “S S - C O / S .  •
OVERALL RATING FOR THE PLACEMENT
In the supervisor's opinion, has the trainee reached the standard expected to pass the placement?
COMMENT TICK
PASS O
PASS: The trainee has gaps in experience that need to be addressed later in 
training*— t
PASS: The trainee needs to focus on specified areas of clinical skills in subsequent 
placements
FAIL: The trainee has not reached the standard expected
General Comments from Supervisor:
-z<_- A '1'  ^  ( . .“C
Signed__ _ x ,^/f  (Supervisor) Date 9 • 7  9 0 ______
Comments from the trainee:
An
IB- V qkSy Vacojn
excaXM rdc  q r c u r d c m  on (b^ruub \jq -  b c L b o tc n p u Jb J  iT iodC i •
"03) o a  K^XpfuJi d o  o se  d  b 2. Yrvodoi qo^cxxn o M -loodjjjd-cuoii 
0< pd  d o  - (o c x a S )  Onpcm  b e n r u i d o r r T L d o c t i a n  a o d  {J^ f ^ f V C d r o r)
S P O A P * * -  ~  - ... .. n , . ^ t L t a t
SUPERVISOR - TRAINEE 
RELATIONSHIP
RATING Explanation/Expansion of 
Raling/Comments
The supervisor may raise questions or 
present options for the trainee to consider, 
but usually the trainee can present plans 
and make decisions on how to proceed 
which they have devised independently. I
The trainee does not usually require 
observation, monitoring or detailed 
questioning to maintain the standard of 
work, but this is used to 'fine tune' skills. 
The trainee self monitors and identifies 
the need for assistance in nonnal 
circumstances.
z .
The trainee shows a balance between 
autonomy and the use of support and 
advice which is appropriate to their level 
of skills, the client and the service setting.
t
In your opinion, does the trainee reach the standard  expected:
YES - Above expected level - please expand 
C jy  YES - At expected level - please expand
I NO - Borderline - please expand
0 NO - Please explain
N/A Not applicable
r
1 9 The trainee can plan an overall 
intervention strategy, evaluate progress, re­
formulate and modify the intervention plan.
1.10 Evaluation  of clinical in terventions: 
the trainee understands the importance of 
evaluation in clinical work; chooses and 
uses appropriately common methods and 
can modify measures for a new situation.
2.
THERAPY AND INTERVENTION 
SKILLS
RATING Explanation/Expansion of 
Rating/Com m ents
2.1 The trainee takes overall responsibility 
for action in relation to routine client 
matters such as making appointments, 
setting up meetings with colleagues etc.
2.2 The trainee can handle unplanned and 
unexpected events in a therapy session in 
an effective and controlled way to the 
benefit of the client, referring back to the 
supervisor.
t
2.3 The trainee engages the client, 
communicates appropriately to them, 
demonstrates awareness of what is 
clinically relevant and is sensitive and 
flexible in applying techniques. This 
particularly applies to clients from 
different cultural or etlinic backgrounds, or 
at different levels of intellectual and 
linguistic ability.
t
2.4 Communication of psychological 
information or opinion. The trainee can 
present psychological information or 
opinion to clients, relatives and/or carers 
and staff effectively, modifying language 
appropriately, using the appropriate style 
and addressing concerns raised in a 
facilitative manner.
2 .
-
; 2.5 Interviewing: The trainee interviews 
i clients effectively and appropriately, keeps 
control of the session, keeps to a structure 
[ yet allows the client to express their own 
|  issues.
'L
^ 3  The trainee demonstrates effective 
Work management skills (time 
management, record keeping, reliability 
♦and administrative independence).
3.4 The trainee demonstrates self 
Management skills (awareness of skill 
'limitations when overworked, stressed or 
needing personal support).
L
3.5 The trainee presents in a professional 
way to the client and maintains a proper 
and effective therapeutic relationship, 
maintaining an over-riding concern for the 
client's interests, an awareness of the 
boundaries of competence and of ethical 
and procedural guidelines that apply.
o
3.6 Equal opportunities/equality of 
access: The trainee understands the 
importance of these factors in service 
provision within the health and social 
services and addresses them within their 
work, particularly in relation to attitudes 
and skills in client work.
3.7 The trainee presents well and relates 
effectively to colleagues both in 
psychology and elsewehere within the 
NHS and other agencies.
3,8 The trainee makes a positive 
contribution in verbal communication, 
presents material clearly, concisely and 
well structured, can separate fact from 
interpretation, incorporate information and 
opinions from others, can argue 
effectively and negotiate to a satisfactory 
outcome in normal circumstances within 
the placement.
3.9 The trainee presents material clearly 
and concisely in written communication, 
and makes good use of structure; 
separates fact from interpretation and 
relevant from irrelevant material; has a 
xible style depending on the needs of 
the recipient.
^ E =_=========^ T
trainee dentonsirates an
S f e ta n d in g  of Hie range of roles that 
E tho log ists 'm igh t undertake, such as 
filching’ supervision, consultancy,
S g l^ g h  project work and service 
fftvelonment.
t / r f
B lS)B V E tX )I>MENT OF 
^ E reness AND COMPETENCE 
|§§3ERViCE AND
I p ja m s a t io n a l  issues
RATING Explanation/Expansion of 
Rating/Comments
4 I The trainee demonstrates a balanced 
and realistic awareness of how 
organisational factors impinge on client 
work both directly and through staff 
practices.
tv 'A
4.2 The trainee works appropriately and 
effectively within the boundaries and 
constraints of organisations and settings. A/ A
4.3 The trainee works appropriately and 
effectively within the boundaries and 
constraints of a multi-disciplinary team. vA
4.4 The trainee understands, and is 
knowledgeable, in relation to the skills 
and work practices of other professions 
and other staff groups.
t v  A
4.5 The trainee is able to analyse and 
describe, with some independence, some 
psychological processes active within 
groups, settings or organisations.
A/ fl
4.6 The trainee is able to describe, with 
some level of independence, the 
psychological skills and methods required 
to produce change within groups, settings 
or organisations.
i ' A
4.7 Presentation: The trainee prepares the 
material in terms of structure and content, 
relevant to the needs of the audience; 
displays effective verbal and non-verbal 
skills; shows effective use of time; 
chooses appropriate style (didactic or 
LJticilitative) relevant to the audience.
Reaching: The trainee prepares 
¥  material in tenns of structure and 
latent, relevant to tlie needs of the 
Science; displays effective verbal 
id non-verbal skills; shows effective 
of time; chooses appropriate style 
l a c t i c  or facilitative) relevant to 
ie audience. The trainee chooses 
jpsessment and evaluation materials.
4' 9 If the trainee has undertaken work 
in any of the following areas, please 
tick and briefly describe the work, 
and comment on the skills used and 
level of expertise displayed:
- consultancy
supervision
- project work
- service development work
5.
THE SHIFT TO WORK BEING 
GROUNDED IN
PSYCHOLOGICAL PRINCIPLES 
PROM BEING ORIENTATED IN 
RELATION TO SPECIFIC
tech n iq u es
RATING Explanation/Expansion of 
Rating/Comments
5.1 The trainee is able to perceive 
issues from different perspectives; 
draws information from a variety of 
sources and develops it into an 
individualised framework; can see how 
facts can be conceptualised in different 
ways - using supervisor primarily as a 
sounding board for own flunking 
processes.
-
5.2 The trainee approaches work from 
a theoretical stance with a broad vision 
of the general applicability of 
principles of practice, integrating 
theories from general psychology and 
those specific to settings or client 
Ljri'oups.
^Generic skills: The trainee draws on 
Bnjijpeu^c techniques and 
Hftods from die range of client groups, 
"fiises tliem with appropriate 
®*fications for the individual client.
Research Chapter
The research chapter of the portfolio consists of three pieces of work. The first, 
'Measuring awareness of deficit after head injury : A review' was a literature review 
carried out during the first year.
The second piece 'First steps in treatment planning on an adolescent unit : A personal 
construct analysis' was the second year piece of research conducted on placement 
during my time with a child and adolescent service.
The third and final piece 'Examining the relationships between conflicting self-beliefs, 
emotional distress and severity of alcohol dependence in both relapsing and abstinent 
alcoholics.' represents the third year research project.
190
MEASURING AWARENESS OF DEFICIT 
AFTER HEAD INJURY : A REVIEW
INTRODUCTION
Investigation into impaired awareness of deficits sustained after head injury has 
potentially important theoretical and clinical consequences. First, data collected from 
controlled, clinical trials designed to elucidate the underlying neural mechanisms, 
should provide an empirical basis for advancing neuropsychological models of the 
brain systems involved. Second, research concerning unawareness of deficits is likely 
to produce findings which existing cognitive theories of awareness and consciousness 
should be able to explain. Such evidence represents a potentially rich source of material 
for cognitive theorists. Third, the identification and monitoring of unawareness has 
considerable implications for the rehabilitation of brain injured patients, by clarifying 
the effects of awareness, or lack of it, upon progress in rehabilitation. (Prigatano et al, 
1986; Ben-Yishay and Prigatano, 1990). Fourthly, by systematically studying the 
subset of brain damaged patients who exhibit defensive denial, clinicians will be able to 
develop a neuropsychological approach to defensive denial, which will provide an 
alternative to the psychiatric framework currently employed.
Since the turn of the century, experimental and clinical observations have been made 
into the nature of impaired human awareness. However, systematic, rigorous research 
into unawareness of deficits has only just begun, and the findings remain poorly 
understood. A number of key questions remain unanswered. For instance, what is the 
'course' of unawareness in different patient groups ? and can clinicians develop 
effective therapeutic interventions to remedy unawareness which is interfering in 
everyday functioning? In order to answer these questions an adequate measure of 
unawareness is required. The construction of such a measure has been delayed 
because of the initial assumption that awareness is an all or nothing, monolithic entity.
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Fortunately, there is growing acceptance of the need for a model of unawareness 
which postulates that it can take many forms. This review is based upon that 
assumption.
The purpose of this review is to consider the properties of measures specifically 
developed to investigate awareness after head injury. In order to make meaningful 
comparisons I will consider them in relation to four of the five forms of unawareness 
described by Schachter and Prigatano (1991). The fifth, "neural bases of unawareness" 
will not be used as the measures investigated do not provide data relevant to such a 
label. Therefore the following forms were considered the most appropriate with which 
to evaluate the measures.
1) Level of unawareness
A distinction can be made between unawareness of the existence of a neurological 
deficit itself and unawareness of some of the consequences of the deficit. This can be 
detected when a discrepancy occurs between verbal acknowledgement of a deficit 
alongside difficulties with on-line monitoring of performance effected by the deficit. 
For example aphasic patients who recognise the existence of their deficit but fail to 
notice when they make a linguistic error.
2) Specificity of unawareness
Different measures may tap different processes, which in turn can support either 
"aware" or "unaware" performance, depending on the level of functioning of the 
specific processes that are tapped in particular patients. Because of the specific nature 
of the different measures used it would seem appropriate to use multiple measures in 
order to obtain a comprehensive "awareness profile" for each individual studied 
(Germino and McCorkle, 1985)
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3) Partial / implicit knowledge of deficits
A discrepancy can be seen between verbal denial of a deficit itself with certain aspects 
of behaviour or linguistic expressions which betray some knowledge of it.
4) Defensive denial
Refers to the ego protecting mechanism observed in non-head injured people, which is 
believed to play a part in some brain injured people's unawareness of deficits. The 
difficulty lies in determining the extent of it's contribution along side neurological bases 
of unawareness.
In addition, a number of researchers used existing measures to further our knowledge 
in this area. But did not provide sufficiently extensive information to be included in the 
review. These studies were:
* Fahy et al (1967) Severe head injuries : a six year follow up.
* Hinkeldy and Corrigan (1990) The structure of head injures patient's 
neurobehavioural complaints : a preliminary study.
* Kinsella et al (1989) Survival of social relationships following head injury.
* Kinsella et al (1988) Emotional disorder and it's assessment within the severe 
head injured population.
* KlonofF et al (1986) Quality of life in patients 2 to 4 years after closed head 
injury.
* Priddy et al (1988) Reliability of self report among non-oriented head injured 
adults.
REVIEW OF TESTS
The review will be divided into three sections depending on the type of measure : 
patient's self report only; relatives and / or staff ratings only; both patient and relative / 
staff ratings.
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MEASURES USING SELF REPORT ALONE
1) Allen and Ruff (1990) San Diego Questionnaire.
Content: assesses patients’ self ratings of cognitive functioning on 29 seven point 
likert scales ranging from severe problem to definite strength.
Reliability: Factor analysis yielded six factors. Sensorimotor, attention,
language,arithmetic, learning and memory and logical thinking. Six corresponding 
neuropsychological measures were selected in order to compare the factors against test 
performances.
Validity: Correlations calculated between self ratings and neuropsychological 
performance showed that patients did not relate their cognitive functions in 
correspondence with test performance. Accuracy was not uniform across groups and 
functional areas. Also normal controls were not consistently more realistic than clinical 
samples.
Levels of unawareness: May acknowledge difficulties on the SDQ but not notice 
them during test performance.
Specificity of unawareness: Use of corresponding neuropsychological measures 
allows a degree of specificity.
Partial / implicit knowledge of deficits: Possibility during test performance that 
language or behaviour may reveal some previously unacknowledged difficulty. 
Defensive / motivated denial: No.
Inform treatment: Identifies patients beliefs about their cognitive functioning which 
because of their influence on behaviour, could be a useful target for intervention.
2) Lezack and O’ Brien (1988) Portland Adaptability Inventory (PAI).
Contents: assesses the short and long term behavioural and social adjustment
problems of mild head injured patients (e.g. loss of consciousness < 24 hours). 
Inventory includes 24 questions about temperament and emotionality (severity 
determined by observation); activities and social behaviour and physical capabilities. 
PAI scores may be based on reports by patients and family members as well as trained
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observers. Situational data determine some scores. Data collected at regularly 
scheduled cognitive examinations, conducted by neuropsychological technician. 
Reliability: No.
Validity: No.
Levels of unawareness: No.
Specificity of unawareness: Could compare subjects performance on cognitive tests 
with their self report on the PAL
Partial/ implicit knowledge of deficits: Language or behaviour during testing may 
belie some knowledge of deficits not captured by the PAL
Defensive/ motivated denial: Familiar pattern of increasing difficulties with anxiety, 
depression and significant relationships during first 12 -24  months post injury. Then 
improvement seen through third or fourth year. Possibly due to " increased awareness 
of their altered status may be accompanied by emotional distress." Whether increased 
awareness is due to improvement in neurological functioning or weakening of 
defensive denial is still not apparent.
Inform treatment: Identified emotional, social and physical difficulties in mild head 
injured adults 5 years post injury with no signs to suggest they would get better 
without professional help.
3) Tyerman and Humphrey (1984) Semantic differential technique.
Contents: 20 item semantic differential scale completed in respect to present self, past 
self, future self, typical head injured person and typical person of their own sex and
age.
Reliability: No.
Validity: The proportion of the current group (72%) reporting some subjective 
personality change is comparable to that reported by relatives in a number of other 
studies (Thomsen, 1974; Weddell et a l ., 1980; McKinlay et al, 1981).
Levels of unawareness: No.
Specificity of unawareness: No.
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Partial/ implicit knowledge of deficits: No.
Defensive/ motivated denial: Patients at seven months post injury stage rate 
themselves slightly more positively than a typical head injured person and not dissimilar 
from a typical person, seemingly to retain self esteem. Although as Deaton (1986) 
has noted denial may be an inappropriate term because "the similarity of ratings may 
instead reflect the difficulty with which our self concept changes" and be more closely 
linked to unawareness rather than denial.
Inform treatment: Authors suggest that the technique proved to be of "immediate 
cathartic value" and provides a "framework for future therapy". Re-administration of 
the technique could inform clinical judgement as to when to confront a patient's lack 
of realism.
RELATIVES AND / OR STAFF MEASURES ALONE
4) Brooks et al (1986): Structured Interview Schedule and rating scale.
Contents: included 90 items related to objective burden for carers (e.g. patients 
physical and mental state, behaviour and self-care ability). Subjective burden was 
assessed using a seven point rating scale (see McKinlay et al (1981)).
Reliability: Likely to be high as the interview is structured and does not require 
specialised training to administer it.
Validity: Choice of questions was dictated by an examination of the relevant literature 
and by the author's clinical experience.
Levels of unawareness: No.
Specificity of unawareness: No.
Partial / implicit knowledge of deficits: No.
Defensive / motivated denial: Not investigated directly, however the late increase in 
behaviour disturbance reported by relatives maybe as a result of "increasing experience 
of interacting with the injured patient" so that relatives come to " identify problems 
that had been brushed aside or considered to be insignificant or denied earlier after 
injury."
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Inform treatment: Need to be aware of the burden and it's course on relatives and 
ways of ameliorating it supported.
5) Brooks and McKinlay (1983): Structured interview schedule and checklist. 
Contents: Wide ranging interview designed to assess many aspects of psycho-social 
recovery, including personality and behavioural change. Also used "personality" 
checklist containing bipolar adjectives.
Reliability: as for 4 
Validity: as for 4 
Levels of unawareness: No 
Specificity of unawareness: No.
Partial / implicit knowledge of deficits: No.
Defensive / motivated denial: No.
Inform treatment: Relatives who perceive a "high burden," have a greater likelihood 
of reporting that the patient's personality has changed (92 %) than those in the "low- 
medium" burden category (50 %). The authors suggest that after the first six months of 
injury during which physical recovery is at it's maximum, rehabilitation efforts should 
be directed towards the patient and their family. "Teaching the family members to 
recognise , and to manage personality and behaviour change in the patient may be a 
crucial aspect of rehabilitation for this group of patients."
6) Mercer, Wapner, Gardner and Benson (1977): Interview and suggestibility 
assessment.
Contents: 41 questions divided into 4 main categories: Remote memory; Recent 
memory; questions that could be answered by using cues in the room and finally 
questions which frequently drew an appropriate "I don't know" reply from a non- 
neurological control group. After completing the standard interview, the patient was 
asked to re-answer 3 questions to which they had previously replied "I don't know". 
The author hypothesised that "a tendency to confabulate on re answering would reflect
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individual personality characteristics rather than degree of amnestic disorder. 
"Responses, including latencies, comments and expressive reactions were recorded. 
Responses were scored as "correct," "wrong," "I don't know" or "confabulation." The 
correct answer to each question was obtained from the patient's hospital record or 
family.
Reliability: No.
Validity: No.
Levels of unawareness: No.
Specificity of unawareness: No.
Partial / implicit knowledge of deficits: No.
Defensive denial: No.
Inform treatment: Confabulation is likely to occur when the following factors are 
present : the patient believes a response is required; accurate memory of the answer 
is lacking; an over learned and affectively significant response is available and the 
ability to monitor or self- correct is defective.
7) Oddy, Humphrey and Uttley (1978) Interview and other measures.
Contents: within a month of the injury relatives were asked to complete the Wakefield 
Scale (Snaith et al, 1971)and the Katz Adjustment Scale (Katz and Lyerly, 1963). 
Then at six months post injury relatives were also asked questions regarding the 
nature of any stresses or anxieties they were experiencing. Any physical or emotional 
illnesses the relative had suffered during the previous six months, and whether the 
relative was satisfied with the supportive services provided.
Reliability: No.
Validity: Demonstrates face validity.
Levels of unawareness: No.
Specificity of unawareness: No.
Partial/ implicit knowledge of deficits: No.
Defensive/ motivated denial: No.
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Inform treatment: Findings "underline the importance of helping patients to readjust 
to family and social life as well as work." and that "marital and parental counselling 
should form part of the routine after-care of brain-damaged patients."
8) Starkstein, Federoff, Price and Robinson (1993): Hamilton Depression and 
Anxiety Scales (HDS, HAS); Present State Examination (PSE); Mini Mental 
State Examination; John Hopkins Functioning Inventoiy (JHFI); Social Ties 
Checklist (STC); Neuropsychological examination and Denial of Illness Scale 
(DIS).
Contents: modified version of the Hackett-Cassem Denial of Scale (1974). Contains 
10 items scored on the presence of either motor or visual deficits only. Severity was 
assessed using a 0-1 or 0-2 scale. It was scored by the interviewer after the completion 
of a standardised interview to obtain date and cause of head injury, demographic data, 
mood changes, deficits in activities of daily living and cognitive impairment.
Reliability: Inter-rater reliability was high. DIS showed a high degree of internal
consistency.
Validity: Patients were interviewed by a second interviewer using the Anosognosia 
Questionnaire (AQ) to provide external validation of DIS. Their replies enabled the 
examiners to classify them into four groups (no denial, mild, moderate or severe denial 
of illness). One way ANOVA showed significant different DIS scores between the 
four groups. Planned comparisons using a Fischer PLSD test showed significant 
differences in DIS scores between patients in the different groups. There were also 
significant differences between patients with mild versus severe anosognosia, and 
patients with moderate versus severe anosognosia. Multiple regression using DIS score 
as dependent variable and the scores of visual and auditory extinction on double- 
simultaneous stimulation, motor impersistence, personal neglect, and hemispatial 
neglect on drawing as independent variables was significant, with neglect variables 
accounting for 46 % of the variance in DIS score. Also found a significant positive
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correlation between DIS scores and the total number of anosognosic phenomena (eg. 
phantom limb).
Levels of unawareness: The anosognosia questionnaire presents questions moving 
from the general to the specific and can be used to establish a patient's overall level of 
awareness.
Specificity of unawareness: No.
Partial/ implicit knowledge of deficits: Language or behaviour during anosognosia 
questionnaire may reveal partial awareness of deficits.
Defensive denial: Found significantly higher DIS scores in patient's with right 
temporoparietal or thalamic lesions (traditionally linked with the denial of illness 
phenomenon) than patients with lesions in other brain areas, offering evidence against 
the concept of motivated denial in favour of the neurological hypothesis.
Inform treatment: DIS may provide a useful measure to establish the presence and 
severity of unawareness of visual and motor deficits in stroke victims. Would be easy 
to re-administer and useful for monitoring the course of awareness in these patients.
BOTH PATIENT AND STAFF / RELATIVES RATINGS USED
9) Fordyce and Roueche (1986): MMPI and Katz Adjustment Scale (Katz and 
Lyerly, 1963). The Russell-Neuringer Average Impairment Rating; the Wechsler 
Intelligence scale’s verbal and performance IQ; and the Wechsler Memory Scale 
Quotient. Behavioural Competency Rating Scale (PCRS).
Contents:a 30 item 5-point rating scale asking the informant to judge the 
competency with which the patient is able to perform a variety of everyday activities. 
Reliability: Interstaff ratings calculated before staff discussion show high reliability, 
and patient test-retest consistency appears adequate over 1-2 weeks.
Validity: No.
Levels of unawareness: No.
Specificity of unawareness: Comparison of staff-patient ratings on PCRS identified 3 
groups of patients. The first rated their dysfunction at the same level as staff, both
200
before and after rehabilitation. Group 2 and 3 patients greatly underestimated their 
initial levels of dysfunction, but group 2 patient's ratings moved closer to staff ratings 
after rehabilitation whilst group 3 patients perceptions moved further away.
Partial / implicit knowledge of deficits: Language or behaviour may reveal implicit 
knowledge of deficits.
Defensive denial: "Increase in group three's PCRS ratings and the associated 
increased emotional distress may have reflected a defensive reaction to repeated 
confrontation with the realities of their injury."
Inform treatment: No.
10) Godfrey et al (1993) Rating scales and video assessment.
Contents: Head Injury Behaviour Scale (HIBS) contains twenty four items describing 
behavioural problems commonly associated with head injury ( e.g. impulsivity) Each 
item is rated on a seven point likert scale. It was administered to both the patients 
(HIBS-SELF) and the close others (HIBS-OTHER). Two scores were computed from 
HIBS-self data: number of problems and a distress score. Number of problems was 
also computed from the HIBS-other data. Also administered the Neuropsychological 
Impairment Scale (NIS; O Donnell, Reynolds, and De Soto, 1984) which contains 45 
items describing neuropsychological symptoms, which are rated on a three point scale. 
The NIS was completed by the patient (NIS-SELF) and their close other (NIS- 
OTHER).Patients also undertook a video-recorded Social Skill Assessment in which 
they spent 15 minutes getting to know-a female interactor "just like you would if you 
had met elsewhere for the first time". Afterwards they were asked to rate how socially 
skilled they thought they had appeared during the conversation. Ratings were made on 
a 7 point rating scale. Three graduate psychology students were trained to rate the 
patients social skill level during the conversation on a scale identical to that used for 
the patient self ratings. Finally, patients completed the Zung Self Rating Depression 
Scale (SDS; Zung 1964); the Anxiety Trait Scale of Spielberger State-Trait Anxiety
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Inventory, Form Y (STAI-Y; Spielberger, Gorsuch, Lushene, Vagg and Jacobs, 1983); 
and the Rosenberg Self-Esteem Inventory (RSE; Rosenberg 1965).
Reliability: The HIBS has high internal consistency. The HQOBS-other number of 
problems score correlates significantly with clinician ratings of the severity of patients 
problem behaviour on the Social Behaviour Assessment Schedule. For the video­
recorded Social Skill Assessment, interater reliability was high.
Validity: Demonstrates face validity.
Levels of unawareness: Potentially revealed by differences between HIBS-self and 
HIBS-other scores and NIS-self and NIS-other scores. Also, potential for a difference 
in self rated social skills performance from that agreed upon by trained raters. 
Specificity of unawareness: If the 24 items on the HIBS were used in the Social 
Skills rating by judges then specificity could be demonstrated e.g. patient may 
acknowledge impulsivity on a rating scale but not spontaneously mention it in an 
overall behavioural rating. Specificity may also be revealed by any discrepancy 
between the patients self rating of social skills and that reached by trained judges. 
However the rating task was not the same for patients and judges and in future both 
patients and judges should rate videotaped social behaviour (in the current study 
patients judged their performance retrospectively whereas judges rated "on-line" video 
performance).
Partial/ implicit knowledge of deficits: Possibility during social skills task that 
language or behaviour may reveal some previously unacknowledged difficulty. 
Defensive/ motivated denial: No.
Inform treatment: The social skills assessment if extended to include other situations 
could provide a baseline measure prior to introducing social skills training. The use of 
video taped scenarios would provide useful feedback which the patient can consider 
and discuss. Then the original scenarios could be used to measure any changes in the 
patients performance, and highlight those areas requiring further attention.
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11) Hendiyx (1989) Questionnaire.
Contents : using a 5 point rating scale to rate changes for 3 areas of functioning: 
physical, emotional and cognitive. Administered to 20 closed head injured adults with 
moderate to good recovery (Glasgow Coma Outcome Scale) 20 controls and 13 family 
members.
Reliability: No.
Validity: No.
Levels of unawareness: Head injured subjects agreed with relatives ratings as far a 
physical change was concerned but differed in the areas of cognitive and emotional 
change.
Specificity of unawareness: No.
Partial / implicit knowledge of deficits: No.
Defensive / motivated denial: Possibility raised by the author that less severely 
injured patients may experience and recognise a greater loss in cognitive abilities than 
more damaged patients, and therefore use denial as a coping response.
Inform treatment: Head injured people may require counselling to "cope with 
perceived and real physical and psychosocial limitations resulting from head injury." 
Questionnaire measures could provide "substantiating evidence" of counsellor's 
hypotheses about familial patterns of viewing outcome after trauma.
12) Lam, McMahon, Priddy and Gehred-Schultz (1988): Assessment 
questionnaire and Treatment Performance Scale.
Contents: Adapted the 32 item Stages-of-Change Questionnaire (SCQ) by 
McConnaughty, Prochaska and Velicer (1983) by excluding the Maintenance Scale 
and specified head injury problems in memory, attention, concentration and learning. 
Thus, the Change Assessment Questionnaire (CAQ) has a 5 point Likert format 
measuring each of the 3 remaining stages (Pre-Contemplation; Contemplation and 
Action). The Treatment Performance Scale (TPS) uses a 5 point likert scale for staff to
203
measure the client's performance in compliance to treatment , treatment progress, 
awareness of one's strengths and weaknesses and motivation for treatment.
Reliability: High internal consistency reliability coefficients of the CAQ were obtained 
for each of the three 8 item scales. Inter-rater reliability between 2 members of staff 
using the TPS was 0.83, p < 0.001 
Validity: Demonstrates face validity.
Levels of unawareness: Three distinct groups were obtained from the cluster analysis 
of the CAQ data. "Pre-Contemplative cluster" (9 patients were well above average on 
the pre-contemplative scale and well below average on the contemplative and action 
scales). "Ambivalent cluster" (17 clients were above average on pre-contemplative and 
about average on the contemplation and action scales). "Participation cluster" (19 
clients with below average scores on the pre-contemplative and above average scores 
on the contemplation and action scales). A one way ANOVA compared the groups on 
treatment performance and found significant differences between TPS scores among 
the 3 groups. Post-hoc comparisons using the Scheffe procedure indicate that the 3 
groups differ in their TPS scores. Such differences suggest that clients who are aware 
of their difficulties and are ready to change achieve better outcomes from rehabilitation 
efforts than do their unaware counterparts. This study identifies inter-client levels of 
unawareness rather than intra-client levels.
Specificity of unawareness: The GAQ is specific on it's focus on cognitive problems 
following a head injury whereas the TPS measures broader issues such as "motivation 
for treatment". As long as the broader issues depend on the specifics tapped by the 
CAQ the two measures should be complimentary and may suggest specificity of 
unawareness eg. client may acknowledge a head injury problem on a questionnaire 
(contemplation scale) but not recognise the need to engage in treatment when 
requested to by staff.
Partial / implicit knowledge of deficits: Possibility that response latency to a 
question or a chance remark in response to a question may reveal implicit knowledge.
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Defensive / motivated denial: Possibility that when treatment is matched 
appropriately to those in the Pre-Contemplative stage that over time, those manifesting 
defensive denial (rather than unawareness through neurological causes) will move 
towards the Contemplative and finally Action stages and be able to admit to their 
difficulties rather than deny them.
Inform treatment: The CAQ appears to be a useful measure for assessing the client's 
stage of change for treatment matching purposes.
13) Malia and Powell (1993): Visual Analogue Scales.
Contents: scored 1-5, covemg physical, cognitive, executive and psychosocial skills. 
Each skill is behaviourally defined.
Reliability: Cronbach's alpha scores were high, ranging from 0.91 to 0.97, indicating 
good reliability.
Validity: Demonstrates face validity.
Levels of unawareness: No.
Specificity of unawareness: No.
Partial /  implicit knowledge of deficits: No.
Defensive denial: No.
Inform treatment: No.
14) Newton and Johnson (1985): Katz Adjustment Scale (KAS-R) (Katz and 
Lyerly, 1963); Questionnaire of Social and Evaluative Anxiety (Watson and 
Friend, 1969); Rosenberg Self-Esteem Scale (RSE) (Rosenberg, 1965); 
Neurophysical Scale (Bond, 1976) and Wechsler Adult Intelligence Scale 
(WAIS);Observational measure of social performance.
Contents: 5 minute video taped conversation between the subject and a stranger 
(confederate). Performance rated blindly by 2 observers on 12 aspects of verbal and 
non-verbal social behaviour, adapted from Trower et al (1978) and Bellack (1979). 
Items were rated 0-3 with each being behaviourally defined, and summated to produce
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a total performance score. Overall impressions of performance, anxiety and 
assertiveness were rated on a 0-5 scale.
Reliability: No.
Validity: No.
Levels of unawareness: Possibility of disclosure of difficulties on questionnaires 
which may then not be identified by subjects during performance on the WAIS or 
social skill measure.
Specificity of unawareness: Comparison with out patient referrals with social 
interaction difficulties revealed that head injured subjects scores on the social 
performance measure was significantly lower indicating the "extreme difficulties 
experienced by the head injured in social performance". The KAS-R results are similar 
to a psychiatric population. Except for the head injured being reported as significantly 
more confused, less anxious, less nervous and less hyperactive, they also showed less 
general psychopathology. When compared to with the general population data 
(Hogarty and Katz, 1971) they showed more belligerence, negativism, helplessness, 
suspiciousness, withdrawal, confusion and less stability.
Partial/ implicit knowledge of deficits: 72 % reported high social anxiety and low 
self -esteem. Possibility that language or behaviour during observational measure may 
have indicated partial awareness.
Defensive denial: No.
Inform treatment: Need to research the efficacy of broad-based group therapy aimed 
at improving social performance.
15) Oddy, Coughlan, Tyerman and Jenkins (1985): Bond Neuropsychological 
Scale (Bond, 1975); Ravens Progressive Matrices and the Synonyms section of 
the Mill Hill Vocabulary Scale. Interview, symptom checklist and Wimbledon 
Self Report Scale.
Contents: ask patient about behavioural, cognitive and social sequalae and relatives 
about social adjustment and his/her memory and behaviour. Checklist covers recent
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physical, cognitive and behavioural symptoms. Wimbledon Self Report Scale 
(unpublished adjective checklist designed to detect emotional disturbance regardless of 
presence of physical disability or illness).
Reliability: Test-retest reliability of intellectual tests for a 7 year time period is not 
known.
Validity: Demonstrates face validity.
Levels of unawareness: Although broadly similar symptoms were reported by both 
relatives and patients, the latter were less likely to report childish behaviour. 
Specificity of unawareness: No.
Partial / implicit knowledge of deficits: Behaviour during the 2 intellectual tests may 
potentially reveal partial awareness.
Defensive / motivated denial: No.
Inform treatment: None of the patients who were unemployed at 2 years post injury 
had managed to return to work by 7 years and the difficulties of being unemployed 
were compounded by difficulties in maintaining established friendships. The authors 
highlight the need for continued availability of expert professional guidance and 
support for the patient and family who "are clearly struggling in their efforts to provide 
for as many of the needs as possible.”
16) Oddy and Humphrey (1980): Katz Adjustment Scales, 37 item symptom 
checklist, cognitive tests and Semi-structured interview.
Contents: asked a close relative to assess the patient's social adjustment.
Reliability: No.
Validity: No.
Levels of unawareness: No.
Specificity of unawareness: Compare performance on cognitive tests to the list of 
symptoms acknowledged by the patient on the checklist.
Partial / implicit knowledge of deficits: Behaviour or language during testing may 
reveal implicit knowledge of deficits.
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Defensive denial: No.
Inform treatment: Focus on social isolation and family relationships by rehabilitation 
professionals may stimulate patient’s motivation to engage in therapy.
17) Prigatano, Altman, and O' Brien (1990): Patient Competency Rating Scale 
(PCRS) and Neuropsychological Measures.
Contents: Patients and relatives independently rate 30 items on a 5 point scale. All 
items involve specified observable behaviour. A rating of 1 means the patient cannot 
do the behavioural items described, whereas a rating of 5 means they can do it with 
ease. After both patient and relative’s ratings are obtained, they were then compared by 
subtracting the relative's rating from the patient's rating. A positive value indicates 
"that the patient sees himself as being more competent in carrying out the task than the 
relative perceives the patient." The scale that includes self care, domestic and 
emotional processing skills. TheNeuropsychological measures used were the Scaled 
Scores of the Block Design and Digit Symbol subtests of the WAIS-R; the Halstead 
Finger Tapping, right-and left-hand scores; the raw score of the Visual Reproduction 
of card C from the Wechsler Memory Scale -Revised (WMS-R); the total 
number of "hard" paired associates learned from WMS-R over three trials, and the 
Scaled Score of the Information Subtest of the WAIS-R.
Reliability: No.
Validity: No.
Levels of unawareness: May acknowledge a deficit, but not notice errors made during 
formal testing.
Specificity of unawareness: Patients ratings tended to be in agreement with relatives 
ratings when related to activities of daily living, but discrepancies occurred when 
patients underestimated their abilities in handling emotional and social interactions. 
The authors suggest that "this finding emphasises the importance of assessing a variety 
of behavioural skills when assessing impaired awareness of behavioural limitations after
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traumatic brain injury." Judgements of complex social behaviour were not related to 
Neuropsychological test scores.
Partial / implicit knowledge of deficits: Possibility that language or behaviour 
during formal testing may reveal some otherwise unacknowledged knowledge of 
deficits.
Defensive / motivated denial: If re-administered after a specified period of 
rehabilitation, any changes in scores to a more realistic appraisal suggests previously 
defensive denial.
Inform treatment: Measures used can facilitate patient appreciating that they may not 
be able to drive a car safely.
18) Sunderland, Harris and Gleave (1984): Postal Questionnaire.
Contents: Investigate the incidence of 28 types of memory failure in everyday life 
after head injury using a 9 point frequency rating scale. Also asked whether memory 
and concentration difficulties were "a serious nuisance, a moderate nuisance, a slight 
nuisance or no nuisance at all" and to what, if anything the difficulties prevent them 
from doing.
Reliability: No.
Validity: Questionnaire showed face validity, but only 70 % of patients contacted 
returned completed questionnaires and this raises questions of how representative this 
group is of the larger head injured population.
Levels of unawareness: Seven out of eight patients in the severe group who admitted 
that they were disabled by memory and concentration difficulties still reported lower 
total scores than their relatives.
Specificity of unawareness: No.
Partial / implicit knowledge of deficits: No.
Defensive / motivated denial: Authors felt that motivated denial was unlikely to be 
operating during completion of the questionnaires as 7 out of 8 severe head injured 
patients admitted they were disabled by memory and concentration problems. More
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likely that patients with impaired memory can only recall a small proportion of their 
memory failures.
Inform treatment: Authors suggest the use of checklists or questionnaire measures 
with simple rating scales which lessen the demand on memory and may allow patients 
to give more valid self reports.
19) Thomsen (1984) Questionnaires.
Contents: A close relative or staff member were asked questions about the patient's 
physical and mental state, behaviour and self care ability. Patient's "were interviewed 
by a similar, but not identical questionnaire. When the two statements did not agree, 
the relative's or staffs answers were preferred."
Reliability: No.
Validity: No.
Levels of unawareness: No.
Specificity of unawareness: No.
Partial / implicit knowledge of deficit: No.
Defensive / motivated denial: Using clinical observation as an anchor point
Thomsen found that compared to the spouse's of head injured patients, the parents 
gave unrealistic views of patients behaviour.
Inform treatment: Findings at 10-15 year follow up indicate that improvement in
psychosocial functions can continue for several years.
20) Van Zomeren and Van Den Burg (1985): Questionnaire and Return to Work 
Scale.
Contents: Patients and relatives were asked to judge their present state in relation to 
their functioning in 17 areas prior to the injury. The questionnaire was filled out by the 
investigator while interviewing the patient. Each answer was scored as either 0 or 1 
depending upon whether the complaint was absent or present. A 5 point scale with 
graded answers formed the Return to Work Scale (RTW).
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Reliability: No.
Validity: Demonstrates face validity.
Levels of unawareness: Forgetfulness was the most frequent residual complaint 
whereas questions relating to emotional changes that may occur after head injury were 
less likely to be confirmed, although relatives did report the same general structure 
with respect to the severity factor.
Specificity of unawareness: No.
Partial / implicit knowledge of deficits: No.
Defensive / motivated denial: No.
Inform treatment: Gives recognition that 84 % of patients who sustained a severe 
closed head injury, reported some residual deficit in their psychological functioning 
after 2 years.
SUMMARY AND CONCLUSIONS
So far this review has limited itself to describing each of the measures in isolation. It 
would now seem profitable to provide a critical appraisal of the measures as a whole, 
structured according to the themes which became apparent to the author in the process 
of writing the review. The following were identified : source(s) of information ; 
functional area(s) investigated and method(s) of assessment. There will then follow a 
recommendations section in which suggestions for future research will be made which 
build upon the advances already made through the use of the measures reviewed here.
Source(s) of information.
Obtaining information from only one source could possibly enable a greater length of 
time and analysis to be invested in such a single subject approach, compared to using 
other sources aswell. Indeed the studies listed in the first section demonstrate some of 
the advantages of this approach. For instance Allen and Ruff (1990) focused upon the 
cognitive functioning of patients, using the San Diego Questionnaire alongside 
corresponding test performances. Lezack and O'Brien (1988) by including the Portland
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Adaptability Inventory into regularly scheduled cognitive examinations were able to 
compare subjects performance on cognitive tests with their self report on the PAI over 
the five years posttrauma period. Tyerman and Humphrey (1984) investigated the very 
idiographic and personal realm of self-concept change using the Semantic Differential 
Technique which renders information from relatives incongruous in this instance. 
However, whilst bearing these considerable strengths in mind, it is nonetheless worth 
pointing out the advantages of obtaining information from both the patient and a close 
relative. As Brooks (1991) cogently argues "failing to do so will result in an inadequate 
analysis of change in the patient; inadequate analysis of the patient's perception of the 
current situation ; an inadequate analysis of the functional consequences of the changes 
for the family ; and an inappropriate and inefficient treatment plan." For the majority 
of research designs encountered in this review, there certainly appear to be more 
advantages to eliciting information from both the patient and a close relative or staff 
member in daily contact with the patient, than relying entirely on the patient's self 
report alone.
Functional area(s) investigated.
Unawareness of deficit has been found in a variety of functional domains. The 
following seven appear to represent those of most interest to researchers : physical 
state, cognitive abilities, behaviour, emotional state, social skills, self care and domestic 
skills. In order to succinctly represent the functional areas investigated by the new 
measures Table 1 was constructed. (See next two pages) It does not consider the 
potentially relevant information obtained from existing measures such as the MMPI or 
Katz Adjustment Scales used by some of the studies, but focuses exclusively on the 
"unawareness measures".
As can be seen from the final row in table 1, the most frequently investigated functional 
area is that of cognitive abilities, closely followed by emotional state, then behaviour 
and social skills, then physical state, self care and finally domestic skills. The frequency 
distribution of the number of functional areas investigated forms the following pattern:
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Six studies investigated either 1 or 4 functional areas. Two studies either did not 
investigate any of the areas listed, or focused upon either 2, 3 or 6 functional areas. 
None of the studies considered 5 or all 7 functional areas.
When the design of the studies investigating one functional area is considered, they 
were no more likely than studies looking at two or more areas to report the 
psychometric properties of the measure, or to use more than one measure to assess 
unawareness. I will comment on this finding in the recommendations section. (See 5 
"awareness profile"
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Table 1: Functional Areas investigated by the "Unawareness Measures".
Study Physical
State
Cognitive
Abilities
Behaviour Emotional
State
Social
Skills
Self Care Domestic
Skills
Functions
Total
Self report only
Allen and 
Ruff (1990)
No Yes No No No No No 1
Lezack and
O'Brien
(1988)
Yes No Yes Yes Yes No No 4
Tverman
and
Humphrey
(1984)
No No No No No No No 0
Relatives / staff ratings
Brooks et al 
(1986)
Yes No Yes Yes No Yes No 4
Brooks and
McKinlay
(1983)
No No Yes Yes No No No 2
Mercer et al 
(1977)
No Yes No No No No No 1
Oddy et al 
(1978)
No No No No No No No 0
Starkstein 
et al (1993)
Yes Yes No Yes No Yes No 4
Patient and staff / relatives ratings
Fordyce and
Roueche
(1986)
No Yes Yes Yes Yes Yes Yes 6
Godfrey et 
al (1993)
No No Yes No Yes No No 2
Hendryx
(1989)
Yes Yes No Yes No No No 3
Lam et al 
(1988)
No Yes No No No No No 1
Malia and
Powell
(1993)
Yes Yes No No Yes Yes No 4
Newton and
Johnson
(1985)
No No No No Yes No No 1
Oddy et al 
(1985)
No Yes Yes Yes Yes No No 4
Oddy and
Humphrey
(1980)
No No No No Yes No No 1
Prigatano et 
al(1990)
No Yes Yes Yes Yes Yes Yes 6
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Sunderland 
et al (1984)
No Yes No No No No No 1
Thomsen Yes No Yes Yes No Yes No 4
(1984)
Van Yes Yes No Yes No No No 3
Zomeran
and Van
den Burg
(1985)
Total 7 11 8 10 8 6 2
Method(s) of Assessment.
The most frequently used assessment instalments were those of a questionnaire and / 
or a structured interview. Five of the studies incorporated the interviewers 
observations made during the assessment as determining some scores. (Lezack and 
O’Brien, 1988; Mercer et al, 1977; Starkstein et al, 1993; Godfrey et al, 1993; and 
Newton and Johnson, 1985). Two studies made use of video taped conversation 
between the subject and a stranger (confederate) (Godfrey et al, 1993; Newton and 
Johnson, 1985). Only the study by Sunderland et al (1984) made use of a postal 
questionnaire.
Examination of the relevant literature and the researcher's clinical experience tended to 
dictate the choice of questions used. Such a pragmatic approach is often appropriate in 
the area of clinical research, however a major criticism of over half the studies was 
their lack of investigation into the psychometric properties of a measure. Without 
information about the reliability and validity of a measure, full confidence in it's utility 
can not be given, and will always need to be borne in mind when drawing conclusions 
from the data.
RECOMMENDATIONS
1) In order to obtain as comprehensive an assessment as possible it is useful to 
question either a close relative or member of staff, as well as the patients themselves. 
In order for a comparison of the replies to be valid, it is essential that all informants are 
asked identical questions in the same sequence.
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2) Opening the assessment with a global, non-specific question requiring the informant 
to rate in global terms the particular functional area under scrutiny prior to more 
specific questions being asked may provide useful information as to the level of 
unawareness disclosed by the interviewee.
3) If the assumption is made that unawareness can take many forms and is not a 
monolithic entity, it would be useful to limit measures to investigating one functional 
area in greater detail than would otherwise be possible. This would enable greater use 
to be made of collaborative performance measures, alongside the more traditional 
verbal report format. Several researchers have brought into question the accuracy of 
relatives reports (Brooks et al, 1986; Romano, 1974) making the collection of 
observable demonstrations by patients all the more valuable.
4) By recording such behaviour onto video tape (especially profitable for social / 
interactional tasks) patients could self rate their performance using the same criteria as 
trained raters. For some tasks it may be possible to elicit a pre-performance estimate of 
their aptitude, which would serve a similar function to the "feeling of knowing" ratings 
given in metamemory experiments, namely to indicate the level of accuracy of their 
awareness.
This could facilitate the development of behaviourally specified scoring criteria which 
the investigator can use to rate the patient’s behaviour during the assessment. The 
work of Starkstein et al (1993) with stroke patients is a promising development in the 
area of observable motor or visual deficits. If a valid unawareness measure can be 
constructed for such phenomenon, it could possibly inform the development of 
measures designed to investigate the more cognitive / verbal forms of unawareness.
5) Such use of multiple measures to investigate a particular area will enable an 
"awareness profile" to be built up, providing detailed and useful data. Such a profile if
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established prior to any treatment efforts would provide a baseline measure against 
which treatment efficacy could be ascertained through repeated administration of the 
measures used originally, along with possibly suggesting the basis of the unawareness. 
Langer and Padrone (1992) proposed that any changes in awareness after 
psychotherapeutic treatment for this purpose would suggest that the unawareness 
stemmed from defensive denial rather than from neurological causes.
Bearing such information in mind, what are the qualities of the measures which could 
inform three or more of the forms of unawareness along with contributing to treatment 
planning ? (See studies marked with * on Table 2 page 218). They all used multiple 
assessment measures to obtain as much information as possible on one functional area. 
Some used video tape to record the patient's performance and others used specific 
observable behaviour to be the item to be rated.
CONCLUSIONS
The development of an agreed measure/s of unawareness would facilitate 
communication between researchers and would enable useful comparisons to be made 
across studies. It could also generate appropriate information to develop a data bank of 
"unawareness profiles" which would accelerate the collection of normative data. Such 
a measure would play a significant role in developing the empirical foundation for 
neuropsychological models of awareness and consciousness, along with assisting 
clinicians to develop effective therapeutic interventions by standardising the evaluation 
process.
In conclusion, future research should focus on one functional area at a time, assessing 
it thoroughly using a variety of techniques and utilising information from both the 
patient and a close relative or staff member. If possible, interviews and performance on 
tests and/or social skills type tasks should be recorded and rated by trained observers 
as well as by the informants themselves, using identical rating scales. Information 
obtained in this way could then inform the content of any therapeutic intervention, and 
act as a baseline to which any later scores could then be compared.
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Table 2: Summary of the Measures Reviewed.
Study
Level of 
unawareness
Specificity of 
unawareness
Partial
knowledge of 
deficits
Motivated
denial
Inform
treatment
Self report only
Allen and Ruff 
(1990)*
Yes Yes Yes No Yes
Lezack and O ' 
Brien (1988) * No Yes Yes Yes Yes
Tyerman and
Humphrey
(1984)
No No No Yes Yes
Relatives / staff ratings
Brooks et al 
(1986)
No No No Yes Yes
Brooks and
McKinlay
(1983)
No No No No Yes
Mercer etal 
(1977) No No No No Yes
Oddy et al 
(1978) No No No No Yes
Starkstein et al 
(1993) * Yes No Yes Yes Yes
Patient and staff / relatives ratings
Fordyce and
Roueche
(1986)
No Yes Yes Yes No
Godfrey et al 
(1993) * Yes Yes Yes No Yes
Hendryx
(1989) Yes No No Yes Yes
Lam et al 
(1988) * Yes Yes Yes Yes Yes
Malia and 
Powell (1993) No No No No No
Newton and * 
Johnson (1985) Yes Yes Yes No Yes
Oddty et al 
(1985) Yes No Yes No Yes
Oddy and
Humphrey
(1980)
No Yes Yes No Yes
Prigatano et al 
(1990) * Yes Yes Yes Yes Yes
Sunderland et 
al (1984) Yes No No Yes Yes
Thomsen
(1984) No No No Yes Yes
Van Zomeran 
and Van den 
Burg (1985)
Yes No No No Yes
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First Steps in Treatment Planning on an Adolescent 
U nit: A Personal Construct Analysis
Abstract
Various members of staff working at an in-patient adolescent unit approached the 
Clinical Psychologist involved in the team and requested training in behavioural 
approaches. This study examined staff views about behaviourally based approaches 
with adolescents. Since a similar request was made by several members of staff at 
approximately the same time, I began to speculate as to some of the reasons for such a 
phenomenon. Three possible motivations for the requests were explored: 1) 
Behavioural approaches are regarded as an appropriate and clinically sensitive tool. 2) 
Staff would like a Clinical Psychologist to oversee behavioural programmes on a full 
time basis. 3) Behavioural approaches are regarded as a punitive, last attempt to help 
very difficult patients.
It was carried out in two stages using the theoretical framework and research 
methodology of Personal Construct Psychology. The first involved seven participants 
completing a "self characterisation" of themselves as a treatment planner on the unit, 
from which a pool of bipolar constructs were identified, nine of which were selected 
and used in a traditional repertory grid format, with professions from the 
multidisciplinary team as elements to be rated. The process of analysing the data 
generated a number of interesting questions which led to the construction of an eleven 
item semi-structured questionnaire, posted to all twenty six members of staff. Twelve 
questionnaires were returned.
Conduct disorders, phobias and anorexia were regarded as suitable for behavioural 
interventions whereas psychotic and depressive disorders were not. Behavioural 
approaches were regarded as tending to focus on the target individual without paying 
adequate attention to other family members.
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Although punishment was viewed as only moderately or not important at all within 
such an approach, the majority felt that behavioural approaches did have dangers 
associated with them. Whilst most did not regard them as only concerned with getting 
rid of undesirable behaviour there was agreement that such approaches are sometimes 
only concerned with superficial change. There was a general consensus that it would 
not be desirable to widely introduce behavioural approaches as the sole therapeutic 
approach on the unit, instead it should be used in conjunction with other therapies.
Introduction
This study was conducted at an in-patient adolescent unit run along the lines of a 
therapeutic community (although admissions and final decisions are made by staff). It 
arose from staff requests for information or training in behavioural approaches in 
relation to more difficult patients on the unit (meaning they did not respond to the 
therapeutic milieu fast enough or with enough positive change). Rather than accepting 
such requests at face value I decided to explore three possible motivations driving such 
demands, using the reflexive and dynamic approach of personal construct psychology.
Motivation 1
Staff view some adolescents as needing a high degree of structure and routine built 
into their lives, and behavioural approaches are seen as suited to this purpose.
Motivation 2
If behavioural approaches were to be implemented as routine treatment on the unit 
considerable involvement by a Chartered Clinical Psychologist would be required. 
This would alter his existing role from that of an individual therapist and consultant to 
that of a behaviour modification programmer.
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Motivation 3
Many of the adolescents exhibit behaviour staff find difficult to deal with and rather 
than stay with feelings of hopelessness and despair which often characterise these 
"difficult" patients, staff ask for a "quick fix" in the form of a behaviour modification 
programme.
The underlying philosophy of personal construct theory is that every person is his / her 
own scientist, and as such is compatible with the aims of this project. Namely to elicit 
how staff think about or construe behavioural approaches, rather than forging ahead 
with constructing a knowledge based questionnaire based upon the authors pre­
conceived notion of their existing level of understanding. Although such a 
questionnaire is a valuable tool for identifying practical training needs, it would be 
limited to explicit technical replies, and would not enable us to reach the complex 
sometimes contradictory views and attendant emotions people may hold about the use 
of behavioural approaches. The fragmentation corollary of personal construct theory 
explicitly recognises that a person may successively employ a variety of subsystems 
which are inferentially incompatible with each other.
Kelly (1955) called his philosophy "constructive altematism" meaning that we have 
alternatives available to us with which we try to make sense of ourselves, each other 
and the world around us. Each of us invents and re-invents an implicit theoretical 
framework which, be it well or badly designed, is our personal construct system. 
Repertory grid technique is, in its multitudes of forms, a way of exploring the structure 
and content of such implicit theories. It is perhaps best looked on as a particular form 
of structured interview. Our usual way of exploring another person's construct system 
is by conversation. The grid formalises this process and assigns mathematical values to 
the relationships between a person's constructs. Kelly's argument is that we make sense 
out of our world by simultaneously noting likenesses and differences. It is in the 
contrast that the usefulness of the bipolar constnict subsists, as it enables us to arrive 
at some kind of matrix of the pattern of interrelationships between constructs.
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Method
In order to elicit people's constructs, each of the initial seven participants (Child and 
Adolescent Psychiatrist, Clinical Assistant, four Nurses and a Clinical Psychologist) 
completed a "self characterisation" of themselves as a treatment planner who is able to 
identify when to use a behavioural approach on the adolescent unit, following Kelly's 
original format (Kelly, 1955) in relation to three clinical cases provided (see Appendix 
1). A list of bipolar constructs were then identified for each participant, and after this 
stage had been completed for all seven participants I selected nine of the constructs 
from across the sample, aiming to cover the identified themes of assessment, treatment 
and outcome, (see Appendix 2a). Participants were asked whether the constructs made 
sense to them prior to completing the grid to ascertain that the labels were meaningful 
to them. Each participant acknowledged understanding the constructs and were happy 
to use them. These were then used in a traditional repertory grid format, with various 
professions from the multidisciplinary team, along with self and ideal self as the 
elements to be rated. Thus, the elements were representative of the area of construing 
under consideration and fell within the range of convenience of the constructs which 
were applied (see Appendix 2b). Each of them were asked to rank those elements most 
readily subsumed under the emergent pole of the construct (e.g. slow and careful 
process of analysis) to those most readily subsumed under the contrast pole (e.g. 
sloppy thinking). Participants therefore judged their own profession and all other 
relevant professions on a series of pertinent criteria. The individuality corollary states 
that persons differ from each other in their construction of events, and so each 
individual grid was analysed independently and no comparisons were made across 
them.
The grids were analysed using the Circumgrid programme, and interpretations for each 
of the plots were made by the investigator (see Appendices 3-9). The process of 
interpretation involves considering the percent Eigenvalues for a particular grid, as this 
indicates how much variance is encompassed by a particular dimension. The greater 
the percent variance the more important the construct is within that person's construct
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system. The overall distribution of variance across the three dimensions of a grid 
indicates the nature or complexity of a person’s construing of the topic under question. 
From the various locations of constructs on the plot and the numbers arrived at by the 
computer analysis, it is possible to group together those constructs that cluster 
together. It was then a matter for the investigator to think of various explanations as to 
why a particular construct stood alone or clustered with other constructs. The 
explanations I arrived at led to the construction of an eleven item anonymous semi­
structured questionnaire which was sent to all the members of staff, including the 
original seven participants (see Appendix 10). Data from the grids and questionnaire 
results were used to examine the appropriateness of the proposed motivations.
Results : Part one: Output
The computer analysis allows for numerous correlations between each pair of rankings 
to be made. The two constructs accounting for most of the variance are extracted to 
form the main dimensions. The second axis is taken to be that accounting for most of 
the common variance after the first has been taken out, but which is statistically 
independent of it, and so on for the third axis. Basically it is a process of condensing 
information in a way that incorporates as much of the variance as possible in two or 
three dimensions. The percent variances of the Eigenvalues listed for each of the grids 
(see Appendices 3-9) is a measure of how much variance is encompassed by a 
particular dimension.
Plot interpretation
The grid data and each of the plots are located from Appendices 3-9. This section will 
report upon the interpretations of the plots. The following framework was adopted to 
facilitate interpretation of the plots:
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Motivation 1 was corroborated by the following being positively 
rated:
A slow and careful process of analysis 
Formulate the problem 
Incentive based, positive approach 
Built in evaluation 
Real change.
Motivation 2 was corroborated by the following being positively 
rated:
Competent in behavioural approach 
Behavioural approach as treatment of choice
Motivation 3 was corroborated by the following being positively 
rated:
Considers family factors
Various methods
Reactive, knee.jerk
Manipulation, punishment
Behavioural approach as treatment of last resort
Superficial change
Person 1
Person One's emphasis upon the rigorous nature of the behavioural approach in regard 
to analysis and formulation of a problem and the use of built in evaluation leading to 
real change, suggests that they would favour the use of behavioural approaches on the 
unit.
Such emphasis on the fundamentals of the behavioural approach lend credence to 
motivation one, that staff view some adolescents as needing a high degree of structure
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and routine built into their lives. Although competency in behavioural approaches is 
seen as desirable, person one's plot suggests that such skills should exist throughout 
the staff, and not reside solely in the Clinical Psychologist. Although he should oversee 
individual programmes, his role as an individual therapist would essentially remain 
unchanged. Nor did the plot suggest the desire to use behavioural approaches as a 
"quick fix", but rather to incorporate it's systematic, research based techniques into the 
range of approaches on the unit.
Person 2
A slow and careful process of analysis, formulation of the problem coupled with 
competency in the behavioural approach and an incentive based positive approach are 
associated with real change. And real change is facilitated by built in evaluation. As 
with person one they emphasise the fundamentals of the behavioural approach, which 
fits well with motivation one, as they focus on the long term nature of behavioural 
approaches if they are to produce real change. Mention of competency in behavioural 
approaches suggests a level of support for motivation two, but this is not very high as 
the other construct is not given prominence.
Person 3
Although favouring a positive, incentive based approach person three possibly regards 
behaviourists as satisfied with superficial change, and therefore appears not to 
corroborate any of the proposed motivations; except possibly motivation three. It may 
be that they appreciate the utility of certain behavioural methods but would want them 
to be one of the various methods available to staff.
Person 4
A slow and careful process of analysis and real change are regarded positively, but 
person four appears to associate behavioural approaches with manipulation and 
punishment and sees the behavioural approach as the treatment of last resort. Once
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again, not a clear cut advocate for the proposed motivations, but a possibility that 
motivation three's theme of "difficult patients" requiring behavioural approaches is 
identifiable.
Person 5
A slow and careful process of analysis, linked to an incentive based positive approach 
are associated with real change. Competency in behavioural approaches is positively 
regarded, and would seem to authenticate motivation one. However, due to the 
apparent connection between behavioural approaches considering individual factors 
alone, this could imply indirect support for motivation two e.g. Clinical Psychologist 
considers individual factors whilst other members of the team consider family factors.
Person 6
A slow and careful process of analysis along with formulation of the problem, 
competency in the behavioural approach and built in evaluation are positively regarded, 
and would lend credence to motivation one. Once again, real change is associated with 
an individual rather than for a family, and this association with only an individual's 
success may lead person six to uphold the use of behavioural approaches alongside 
other approaches. In some cases, it may be that behavioural approaches are then used 
as construed in motivation three, as a last resort for "difficult" patient when all else has 
failed.
Person 7
Behavioural approaches are seen as the treatment of choice for person seven, and 
incentive based positive approaches are associated with real change. Once again, 
behavioural approaches are seen as most beneficial to an individual rather than a 
family. Overall, such an interpretation would substantiate motivation one.
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Results : Part Two : Questionnaire results
The main focus of the questionnaire was to explore some of the questions raised by the 
plot interpretations, and as such it appears sensitive to the issues raised in motivation 
three. Although question one, two, four and ten (see Appendix 10) are non-specific, all 
the others can be associated with motivation three.
Twelve out of the twenty six anonymous questionnaires were returned, giving a 
response rate of 46 %.
The results will be presented as replies, frequencies or percentages to each of the 
questions contained in the questionnaire.
1) The following problems are seen as most likely to benefit from a behavioural 
approach:
(Two subjects did not answer this . N = 10)
Problem Frequency Percentage
Conduct Disorder 6 60%
Phobias . 6  60 %
Anorexia 5 50 %
Bulimia 3 30 %
Anxiety Based Problems 3 30 %
Obsessive Compulsive 3 30 %
School Refusal 3 30 %
Physical Abuse 1 10%
Drug Addiction 1 10%
Depression 1 10%
Learning Disability 1 10%
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2) The following problems are seen as least likely to benefit from a behavioural 
approach:
(Two subjects did not answer this. N = 10).
Problem Frequency Percentage
Psychotic Disorder 6 60 %
Depression 5 50%
Eating Disorders 1 10 %
Abuse Victims 1 10 %
Poor Motivation 1 10 %
3) Ten respondents (83 %) agreed with "behavioural approaches are compatible with 
consideration of family factors". One disagreed (8 %) and one did not know (8 %).
4) Nine respondents (75 %) disagreed with "behavioural approaches are the treatment 
of choice for the unit". Two agreed (16 %) and one did not know (8 %).
5) Nine respondents (75 %) agreed with "behavioural approaches have dangers 
associated with them". Two disagreed (16 %) and one did not know ( 8 %).
6) Eight respondents (66 %) agreed with "behavioural approaches focus on the target 
individual without paying adequate attention to other family members". Three 
disagreed (25 %) and one did not know (8 %).
7) Five respondents (41 %) replied moderately or not at all (41 %) to the question 
"how important is punishment in behavioural approaches ?" The remaining two (16 %) 
saw punishment as very important.
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8) Eight respondents (66 %) disagreed with "behavioural approaches are only 
concerned with stamping out behaviour". Two (16 %) agreed and two (16 %) did not 
know.
9) Twelve respondents (100% ) replied sometimes to "behavioural approaches are only 
concerned with superficial change".
10) Nine respondents (75 %) did not want "the widespread introduction of behavioural 
approaches as the main type of therapeutic input at the unit" whilst two did not know 
(16 %) and one (8 %) said yes.
11) One person mentioned the need to apply behavioural approaches in conjunction 
with other therapies.
Discussion of survey results
There appeared to be a general consensus that whilst people suffering from depression 
or psychotic disorders were unsuitable for behavioural treatment, those with conduct 
disorders, phobias or anorexia nervosa were more amenable to such an approach, and 
therefore most likely to benefit. What, if anything does this tell us about the three 
proposed motivations ?
It could be that staff regard conduct disordered, phobic or anorexic adolescents as 
requiring structure and routine. The difficulty with this argument is that, apart from 
obsessive compulsive disorders the remaining problems could also be in want of 
structure and routine.
A fair number of the referrals to the unit do have conduct disorders, whereas phobias 
and anorexia are relatively less common. This selection o f " behaviourally" amenable 
disorders does not suggest that staff are seeking to constrict the role of the 
Psychologist on the unit. Indeed, the majority did not feel that behavioural approaches 
were the treatment of choice for the unit, nor did they want to see the widespread
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introduction of behavioural approaches as the main type of therapeutic input at the 
unit.
It could be that conduct disorders, phobias or anorexics are perceived as less 
rewarding to work with or possibly do not respond as quickly to the therapeutic 
environment as the other disorders listed. But, it would be unhelpful to reach such a 
hasty conclusion. A more moderate view would be to regard the possibility of 
motivation three on a case by case basis, when last ditch attempts are readily apparent. 
A brief summary of the remaining results will now be presented. The majority of 
respondents saw behavioural approaches as compatible with consideration with family 
factors, although they felt that there is a tendency to focus on the target individual 
without paying adequate attention to other family members. Whist most did not regard 
behavioural approaches as only concerned with stamping out behaviour, there was 
unanimous agreement that such approaches are sometimes only concerned with 
superficial change.
What of any dangers ? The majority did believe that behavioural approaches have 
dangers associated with them. However, the majority also saw punishment as either 
moderately or not at all important in such treatment. It would have been useful to ask 
people to specify the dangers they had thought of. In conclusion, it would seem that 
the staff are fairly well informed about behavioural approaches, and see them as just 
one of many therapies appropriate to the unit. It would seem that overall the results 
accord with motivation one, that some adolescents need a high degree of structure and 
routine built into their lives. However there may be considerable profit to outlining the 
principles of behavioural approaches (i.e. the distinction between classical and operant 
conditioning and the attendant treatments of behaviour modification and behaviour 
therapy) and there possible application to a wide variety of problems, including poor 
motivation !
A number of points need to be raised in relation to the research approach chosen. 
Firstly, although personal construct psychology seeks not to impose structure onto 
respondents replies, there were several points during the methodology that required the
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investigator to look beyond the given information and to speculate as to the 
significance of it. For instance, it was the investigator who selected the range of bipolar 
constructs to be used with the original seven participants in the repertory grid. It was 
also the role of the investigator to analyse the patterns in the resultant grids and to 
identify recurrent themes and to provide explanations about the significance of them. 
These explanations then created interesting questions to ask of the wider population.
However, the methodology provided a systematic, yet flexible approach to explore in
)
quantitative terms, areas of personal conceptualisation that are difficult to examine by 
conventional methods. Additionally it enabled the investigator to consider a politically 
sensitive question in an indirect way. Furthermore, it suggested the next step to be that 
of informing staff as to the principles of behavioural approaches, their strengths and 
limitations and how and when they can be best applied, in conjunction with other 
therapies at a specialist in-patient adolescent unit.
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Appendix 1
Self Characterisation Instructions
Please describe yourself as a "treatment planner" at the unit in relation to identifying a 
behavioural approach to the following cases. There are only three guidelines: 1, write 
in the third person; 2, make this a frank and intimate character sketch and 3, be 
sympathetic in your observations. How would you identify a behavioural approach to 
the following:
Client AB
Is a 15 year old male. He has one older half sister who is 25 years old, married and has 
a baby. His natural father left home when he was two years old. Mother had a series of 
boyfriends who were often violent towards her. AB witnessed such violence but was 
never himself physically attacked. Mother started courting her present partner when 
AB was 10 years old. He moved in when they got married in June 1991, when AB was 
12 years old.
Presenting Problems: School non-attendance 
Withdrawn
Lacking in self confidence
Difficulty forming social relationships with peers
Angry / rude (especially towards mother)
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Client CD
Is a 15 year old girl who has a younger sister (aged 13 years) and brother (aged 11). 
Her father died in a car accident when she was 7 years old. Her mother does not have a 
current boyfriend. CD has not been getting on with her mother for about a year or so.
Presenting Problems: Eating Disorder (Bulimia Nervosa)
Depression
Wants to die; taken 3 overdoses 
Self mutilation 
Unresolved grief
Client DR
DR is the second of three daughters; the eldest is 18, then DR is 16 and her younger 
sister is 13 years old. Her father is an Anglican clergyman, and she is very close to her 
mother. Since having to change school she left a small close circle of friends behind 
and never replaced them. She felt unwanted, isolated and was teased and bullied at her 
new school.
Presenting Problems: Eating disorder (Anorexia Nervosa)
Low mood and withdrawal 
Thoughts of self harm 
Took an overdose in 1993
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Appendix 2
2a) List of Bipolar Constructs used in grids
A : Slow and careful process of analysis — Sloppy thinking
B : Formulate the problem — Reactive, knee jerk
C : Considers family factors — Considers individuals factors
D : Competent in behavioural approach — Incompetent in behavioural approach
E : Incentive based, positive approach — Manipulation, punishment
F : Various methods —- Single approach
G : Behavioural approaches as treatment — Behavioural treatment as last resort
of choice
H : Built in evaluation — Not checking feedback
I : Real change — Superficial change
2b) Personal Construct Theory
a) Fundamental Postulate: A person's processes are psychologically channelized by the 
ways in which he anticipates events.
b) Construction Corollary: A person anticipates events by construing their 
replications.
c) Individuality Corollary: Persons differ from each other in their construction of 
events.
d) Organisation Corollary: Each person characteristically evolves, for his convenience 
in anticipating events, a construction system embracing ordinal relationships between 
constructs.
e) Dichotomy Corollary: A person's construction system is composed of a finite 
number of dichotomous constructs.
f) Choice Corollary: A  person chooses for himself that alternative in a dichotomised 
construct through which he anticipates the greater possibility for extension and 
definition of his system.
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g) Range Corollary: A construct is convenient for the anticipation of a finite range of 
events only.
h) Experience Corollary: A person's construction system varies as he successively 
construes the replication of events.
i) Modulation Corollary: The variation in a person's construction system is limited by 
the permeability of the constructs within whose ranges of convenience the variants lie.
j) Fragmentation Corollary: A person may successively employ a variety of 
construction subsystems which are inferentially incompatible with each other.
k) Commonality Corollary: To the extent that one person employs a construction of 
experience which is similar to that employed by another, his psychological processes 
are similar to those of the other person.
1) Sociality Corollary: To the extent that one person construes the construction 
processes of another he may play a role in a social process involving the other person.
Formal Aspects of Constructs
Range o f Convenience: A  construct's range of convenience comprises all those things 
to which the user would find it's application useful.
Focus o f Convenience: A  construct's focus of convenience comprises those particular 
things to which the user would find its application maximally useful. These are the 
elements upon which the construct is likely to have been formed originally.
Elements: The things or events which are abstracted by a person's use of a construct 
are called elements. In some systems these are called objects.
Context: The context of a construct comprises those elements among which the user 
ordinarily discriminates by means of the construct. It is somewhat more restricted than 
the range of convenience, since it refers to the circumstances in which the construct 
emerges for practical use, and not necessarily to all the circumstances in which a 
person might eventually use the construct. It is somewhat more extensive than the 
focus of convenience, since the construct may often appear in circumstances where its 
application is not optimal.
Pole: Each construct discriminates between two poles, one at each end of its 
dichotomy. The elements abstracted are like each other at each pole with respect to the 
construct and are unlike the elements at the other pole.
Contrast: The relationship between the two poles of a construct is one of contrast.
240
Likeness End: When referring specifically to elements at one pole of a construct, one 
may use the term "likeness end" to designate that pole.
Contrast End: When referring specifically to elements at one pole of a construct, one 
may use the term "contrast end" to designate the opposite pole.
Emergence: The emergent pole of a construct is that one which embraces most of the 
immediately perceive context.
Implicitness: The implicit pole of a construct is that one which embraces constrating 
context. It contrasts with the emergent pole. Frequently the person has no available 
symbol or name for it; it is symbolised only implicitly by the emergent term.
Symbol: An element in the context of a construct which represent not only itself but 
also the construct by which it is abstracted by the user is called the construct's symbol.
Permeability: A construct is permeable if it admits newly perceived elements to its 
context. It is impermeable if it rejects elements on the basis of their newness.
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self ideal self child
psychiatrist
creative
therapist
nurse paediatrician psychologist social worker teacher
slow + 
careful 
process of 
analysis
4 2 0 5 6 7 1 3 8 sloppy
thinking
formulate the 
problem
4 1 8 5 6 Q 2 3 7 reactive, kna 
jerk
considers 
family factors
4 5 6 9 2 7 3 1 8 considers
individual
factors
competent in
behavioural
approach
5 2 6 3 4 9 1 7 8 incompetent
in
behavioural
approach
incentive
based,
positive
approach
4 2 8 3 7 6 1 5 9 manipulation
punishment
various
methods
4 3 1 8 7 5 2 6 9 single
approach
behavioural 
approach as 
treatment of 
choice
6 5 4 8 3 9 1 7 2 behavioural 
approach as 
treatment of 
last resort
built in 
evaluation
5 1 9 4 6 7 2 3 8 not checking 
feedback
real change 3 1 7 5 6 8 2 4 9 superficial
change
Appendix 3 Person 1 Grid Data
Percent Variances of the Eigenvalues: 62.20 14.06 9.14
Slow and careful process of analysis 0.96 -0.11 -0.14
Built in evaluation 0.94 -0.25 -0.08
Real change 0.98 -0.02 -0.01
Formulate the problem 0.95 0.00 -0.07
Considers family factors 0.50 0.44 -0.70
Competent in behavioural approach 0.82 0.16 0.43
Various methods 0.39 0.39 0.16
Behavioural approach as treatment of 0.15 0.86 0.23
choice
Incentive based, positive approach 0.91 -0.29 0.20
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Person 1 plot.
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Key : Bipolar constructs represented by letters in plot.
A : Slow and careful process of analysis -----Sloppy thinking.
B : Formulate the problem -----Reactive, knee jerk
C : Considers family factors -----Considers individuals factors
D : Competent in behavioural approach---------- -----Incompetent in behavioural
approach
E : Incentive based, positive approach------------ -----Manipulation, punishment
F : Various methods--------------------------------- -----Single approach
G : Behavioural approach as treatment of choice-----BA as treatment of last resort
H : Built in evaluation -----Not checking feedback
I : Real change---------------------------------------------Superficial change
Results and plot Interpretation
The % Eigenvalues suggest a higher order 'good-bad' construct, with behavioural 
approaches being positively regarded.
In particular the aspects of analysis, formulation, competency in the behavioural 
approach, built in evaluation and real change are linked with being 'good.'
A slow and careful process of analysis along with built in evaluation are seen as closely 
associated with real rather than superficial change.Person one's grid would seem to fit 
with motivation one.
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self ideal self child
psychiatrist
creative
therapist
nurse paediatrician psychologist social worker teacher
slow + 
careful 
process of 
analysis
5 1 3 6 4 9 2 7 8 sloppy
thinking
formulate the 
problem
5 1 3 6 2 0 4 7 8 reactive, knee 
jerk
considers 
family factors
4 1 3 9 2 7 5 6 8 considers
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factors
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behavioural
approach
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in
behavioural
approach
incentive
based,
positive
approach
5 1 4 7 2 8 3 6 9 manipulation
punishment
various
methods
5 1 4 2 3 9 7 6 8 single
approach
behavioural 
approach as 
treatment of 
choice
5 3 2 7 4 0 1 6 8 behavioural 
approach as 
treatment of 
last resort
built in 
evaluation
4 1 7 6 3 8 2 5 9 not checking 
feedback
real change 4 1 5 7 3 8 2 6 9 superficial
change
Appendix 4 Person 2 Grid Data
Percent Variances of the Eigenvalues : 83.37 7.29 4.04
Slow and careful process of analysis 0.97. -0.04 -0.10
Considers family factors 0.86 -0.08 -0.21
Behavioural approach as treatment of 0.88 -0.08 -0.20
choice
Formulate the problem 0.97 0.16 -0.16
Competent in behavioural approach 0.98 -0.03 0.01
Incentive based, positive approach 0.98 -0.04 0.02
Various methods 0.68 0.72 0.02
Built in evaluation 0.88 -0.08 0.46
Real change 0.97 -0.15 0.18
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Person 2 plot.
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Key : Bipolar constructs represented by letters in plot.
Sloppy thinking.
Reactive, knee jerk 
Considers individuals factors 
Incompetent in behavioural
Manipulation, punishment 
Single approach 
BA as treatment of last resort 
- Not checking feedback 
Superficial change
Results and plot Interpretation
The % Eigenvalues suggest a higher order ’good-bad' construct. An incentive based 
positive approach, competency in behavioural methods, real change, formulation, and 
a slow and careful process of analysis are all seen as desirable.
Formulation of the problem appears to stand alone as does the use of various methods. 
They are furthest from the three item cluster of considering family factors, the use of 
the behavioural approach as the treatment of choice and a slow and careful process of 
analysis.
A : Slow and careful process of analysis 
B : Formulate the problem 
C : Considers family factors 
D : Competent in behavioural approach 
approach
E : Incentive based, positive approach 
F : Various methods
G : Behavioural approach as treatment of choice 
H : Built in evaluation 
I : Real change
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It may be that whilst recognising the rigorous nature of behavioural analysis of a 
problem which often includes consideration of family factors that person two does not 
believe that such a process really influences the formulation stage, nor is it compatible 
with other approaches.
The use of an incentive based positive approach is linked to people's competency in the 
behavioural approach. And real change is facilitated by built in evaluation in a system.
Such an interpretation lends credibility to motivation one, possibly for motivation two 
and does not do so for motivation three.
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psychiatrist
creative
therapist
nurse paediatrician psychologist social worker teacher
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careful 
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6 2 4 3 5 9 1 8 7 single
approach
behavioural 
approach as 
treatment of 
choice
6 5 1 7 3 8 2 9 4 behavioural 
approach as 
treatment o f 
last resort
built in 
evaluation
6 1 5 3 7 9 4 8 2 not checking 
feedback
real change 8 1 7 3 4 5 2 9 6 superficial
change
Appendix 5 Person 3 Grid Data
Percent Variances of Eigenvalues : 58.93 18.10 10.05
Slow and careful process of analysis 0.85 -.16 -.40
Formulate the problem 0.81 -.32 -.32
Considers family factors 0.31 0.86 -0.35
Competent in behavioural approach 0.80 0.54 -0.02
Incentive based, positive approach 0.92 -0.05 0.11
Built in evaluation 0.66 -0.23 0.43
Various methods 0.97 0.09 0.09
Behavioural approach as treatment of 0.55 0.40 0.55
choice
Real change 0.82 -0.50 -0.06
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Person 3 plot.
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Key : Bipolar constructs represented by letters in plot.
A : Slow and careful process of analysis -----Sloppy thinking.
B : Formulate the problem -----Reactive, knee jerk
C : Considers family factors------------------------------Considers individuals factors
D : Competent in behavioural approach---------- -----Incompetent in behavioural
approach
E : Incentive based, positive approach------------ -----Manipulation, punishment
F : Various methods--------------------------------- -----Single approach
G : Behavioural approach as treatment of choice -—  BA as treatment of last resort
H : Built in evaluation -----Not checking feedback
I : Real change —— Superficial change
Results and plot Interpretation
The % variances of Eigenvalues suggests a higher order 'good-bad' construct, with 
various methods, and an incentive based positive approach being regarded as 
particularly good.
A slow and careful process of analysis and formulation of the problem appear closely 
linked and separate from all other constructs.
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Competency in the behavioural approach is negatively correlated with real change. 
Possibly this person feels that the behaviourists are satisfied with directly observable 
change, which they themselves may feel is not always real but a temporary, superficial 
change.
Such an interpretation does not readily corroborate any of the proposed motivations, 
but could be regarded as tentative support for motivation three.
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self ideal self child
psychiatrist
creative
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•nurse paediatrician psychologist social worker teacher
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Appendix 6 Person 4 Grid Data
Percent Variances of Eigenvalues : 
Slow and careful process of analysis 
Incentive based, positive approach 
Formulate the problem 
Considers family factors 
Competent in behavioural approach 
Various methods 
Built in evaluation 
Real-change
Behavioural approach as treatment of 
choice
40.24 21.21 19.67
0.90 -0.05 0.29
0.22 -0.48 0.51
0.40 0.62 0.67
0.71 0.07 0.45
0.68 0.46 -0.36
0.72 -0.01 -0.30
0.55 -0.08 -0.72
0.90 -0.37 -0.13
-0.08 0.97 -0.13
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Person 4 plot.
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Key: Bipolar constructs represented by letters in plot.
A : Slow and careful process of analysis -----Sloppy thinking.
B : Formulate the problem -----Reactive, knee jerk
C : Considers family factors -----Considers individuals factors
D : Competent in behavioural approach---------- -----Incompetent in behavioural
approach
E : Incentive based, positive approach----------- -----Manipulation, punishment
F : Various methods--------------------------------- -----Single approach
G : Behavioural approach as treatment of choice BA as treatment of last resort
H : Built in evaluation -----Not checking feedback
I : Real change---------------------------------------------Superficial change
Results and plot Interpretation
More evenly distributed % variances in Eigenvalues suggests a rich construct system, 
although a wider 'good-bad' dimension is evident on the plot.
A slow and careful process of analysis and real change are viewed as particularly 
desirable. Whereas the behavioural approach as treatment of choice is a much less 
attractive option.
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An incentive based, positive approach is negatively correlated with the statement 
behavioural approach as treatment of choice. It would seem that person four associates 
behavioural approaches with manipulation and punishment, and a positive approach 
may be adopted without having to limit therapeutic input to the behavioural model 
alone. Such a stance would fit well with motivation three.
It would seem that a slow and careful process of analysis using various methods and 
including built in evaluation alongside consideration of family factors are regarded by 
this respondent as particularly relevant to the unit.
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real change 3 2 5 9 6 8 1 7 4 superficial
change
Appendix 7 Person 5 Grid Data
Percent Variances of Eigenvalues: 63.01 18.35 9.97
Slow and careful process of analysis 0.95 -0.19 -0.02
Invcentive based, positive approach 0.92 -0.18 -0.06
Formulate the problem 0.89 -0.17 -0.31
Considers family factors 0.40 0.74 0.47
Competent in behavioural approach 0.97 -0.12 0.07
Various methods 0.78 0.32 0.45
Behavioural approach as treatment of 
choice
0.28 -0.80 0.40
Built in evaluation 0.66 0.50 -0.45
Real change 0.94 -0.04 -0.07
Person 5 plot.
.9
.8
.7 C
.6
.5 H
.4
.3 F
.2 
.1
.9 .8 .7 .6 .5 .4 .3 .2 .1 + .1 .2 .3 .4 .5 .6 .7 .8 .BIA 
-.1 D
-.2 E
-.3 
-.4 
-.5 
-.6 
-.7
-.8 G 
-.9
Key : Bipolar constructs represented by letters in plot.
A : Slow and careful process of analysis -----Sloppy thinking.
B : Formulate the problem -----Reactive, knee jerk
C : Considers family factors -----Considers individuals factors
D : Competent in behavioural approach---------------Incompetent in behavioural
approach
E : Incentive based, positive approach------------ -----Manipulation, punishment
F : Various methods---------------------------------------Single approach
G : Behavioural approach as treatment of choice-----BA as treatment of last resort
H : Built in evaluation -----Not checking feedback
I : Real change---------------------------------------------Superficial change
Results and plot Interpretation
The % variances of Eigenvalues suggests a higher order ’good-bad' construct, with 
behavioural approaches being positively regarded. In particular, competency in the 
behavioural approach, a slow and careful process of analysis, real change and an 
incentive based positive approach are associated with the'good' end of the 
superordinate construct.
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Adopting the behavioural approach as treatment of choice would seem to be associated 
with consideration of an individual's factors alone and is not connected with 
consideration of family factors.
Consideration of family factors may occur during a slow and careful process of analysis 
and at the formulation stage, but it would seem that person five regards built in 
evaluation of family factors to be difficult to achieve in practice.
A slow and careful process of analysis is associated with an incentive based, positive 
approach. It would seem that, rather than adopting a behavioural approach in it's 
entirity, person five would favour incorporation of an incentive based positive 
approach into the unit and as such lends credibility to motivation two.
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self ideal self child
psychiatrist
creative
therapist
nurse paediatrician psychologist social worker teacher
slow + 
careful 
process of 
analysis
3 1 4 6 8 7 2 5 9 sloppy
thinking
formulate the 
problem
3 1 4 7 9 5 2 6 8 reactive, kne 
jerk
considers 
family factors
3 6 5 9 2 8 4 1 7 considers
individual
factors
competent in
behavioural
approach
2 4 3 9 5 8 1 6 7 incompetent
in
behavioural
approach
incentive
based,
positive
approach
7 2 4 8 6 9 1 5 3 manipulatior
punishment
various
methods
4 I 2 9 6 8 3 5 7 single
approach
behavioural 
approach as 
treatment of 
choice
6 4 5 9 7 1 2 8 3 behavioural 
approach as 
treatment of 
last resort
built in 
evaluation
5 2 4 9 7 6 1 8 3 not checking 
feedback
real change 6 2 4 1 8 9 5 7 3 superficial
change
Appendix 8 Person 6 Grid Data
Percent Variances of Eigenvalues: 51.57 20.08 15.00
Formulate the problem 0.85 0.12 0.07
Incentive based, positive approach 0.78 0.13 0.04
Slow and careful process of analysis 0.84 -0.08 0.34
Considers family factors 0.27 -0.92 0.05
Competent in behavioural approach 0.86 -0.37 -0.06
Various methods 0.92 -0.21 0.13
Behavioural approach as treatment of 0.42 0.47 -0.77
choice
Built in evaluation 0.85 0.36 -0.30
Real change 0.20 0.62 0.72
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Person 6 plot.
.9
.8
.7
.6 I
.5 G
A  H
.3 
.2
.1 E B
.9 .8 .7 .6 .5 .4 .3 .2 .1 + .1 .2 .3 .4 .5 .6 .7 .8 .9 
-.1 A
-.2 F
-.3
-.4 D
-.5 
-.6 
-.7 
-.8
-.9 C
Key : Bipolar constructs represented by letters in plot.
A : Slow and careful process of analysis -—  Sloppy thinking.
B : Formulate the problem —— Reactive, knee jerk
C : Considers family factors -----Considers individuals factors
D : Competent in behavioural approach —— Incompetent in behavioural
approach
E : Incentive based, positive approach ---- Manipulation, punishment
F : Various methods -----Single approach
G : Behavioural approach as treatment of choice----BA as treatment of last resort
H : Built in evaluation -----Not checking feedback
I : Real change---------------------------------------------Superficial change
Results and plot Interpretation
The % variances of Eigenvalues suggests a rich construct system. Again the construct 
’good-bad' dominates, and the following are seen as good ; the use of various methods, 
formulation of the problem, a slow and careful process of analysis, competency in the 
behavioural approach and in built evaluation, thus authenticating motivation one.
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A second construct appears to be 'productive-unproductive', this may explain the 
negative correlation between consideration of family factors and real change. It is 
possible that person six finds real change possible for an individual but sees only 
superficial change for that individual's family.
Formulation of the problem is closely linked to an incentive based, positive approach 
which suggests that person six regards most of the adolescents on the unit as in need of 
structure, support and encouragement. The emphasis seems to be that of working 
towards a goal in order to build self esteem.
A third construct may be 'intrapsychic change-observable change' which could then 
account for the negative correlation between behavioural approach as treatment of 
choice and real change. However, person six rated the use of various methods as most 
desirable for their ideal self, so it may be that they would not support the widespread 
introduction of behavioural approaches to the unit, but would value using various 
behavioural methods when approapriate. Thus, they would prefer a sensitive and 
appropriate use of behavioural methods alongside other approaches. Such a stance 
would advocate motivation one and possibly motivation three.
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self ideal self child
psychiatrist
creative
therapist
nurse paediatrician psychologist social worker teacher
slow + 
careful 
process of 
analysis
7 4 6 2 1 0 5 8 3 sloppy
thinking
formulate the 
problem
6 4 5 3 1 8 2 9 7 reactive, kne< 
jerk
considers 
family factors
1 8 6 3 2 9 5 7 4 considers
individual
factors
competent in
behavioural
approach
8 7 1 6 5 9 2 3 4 incompetent
in
behavioural
approach
incentive
based,
positive
approach
9 7 1 3 2 8 5 6 4 manipulatior
punishment
various
methods
8 7 2 5 3 6 1 9 4 single
approach
behavioural 
approach as 
treatment of 
choice
7 9 6 3 1 8 2 4 5 behavioural 
approach as 
treatment of 
last resort
built in 
evaluation
8 9 6 5 1 7 4 2 3 not checking 
feedback
real change 8 9 5 3 1 7 2 6 4 superficial
change
Appendix 9 Person 7 Grid Data
Percent Variances of Eigenvalues : 57.54 16.17 12.06
Slow and careful process of analysis 0.74 0.50 -0.08
Formulate the problem 0.70 0.53 -0.35
Considers family factors 0.51 0.57 0.42
Competent in behavioural approach 0.62 -0.63 -0.17
Incentive based, positive approach 0.84 -0.21 -0.26
Various methods 0.76 -0.09 -0.53
Behavioural approach as treatment of 
choice
0.89 -0.07 0.3
Real change 0.96 -0.06 0.1
Built in evaluation 0.73 -0.38 0.:
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Person 7 plot.
.9
.8
.7
.6 C
.5 BA
.4 
.3 
.2 
.1
.9 .8 .7 .6 .5 .4 .3 .2 .1 + .1 .2 .3 .4 .5 .6 .7 .8 .9
-.1
-.2
-.3
-.4
-.5
-.6
-.7
-.8
-.9
F G I
E
H
D
Key : Bipolar constructs represented by letters in plot.
A : Slow and careful process of analysis -----Sloppy thinking.
B : Formulate the problem------------------------- -----Reactive, knee jerk
C : Considers family factors-----------------------------Considers individuals factors
D : Competent in behavioural approach---------------Incompetent in behavioural
approach
E : Incentive based, positive approach ----- Manipulation, punishment
F : Various methods--------------------------------- -----Single approach
G : Behavioural approach as treatment of choice BA as treatment of last resort
H : Built in evaluation -----Not checking feedback
I : Real change-------------------------------------------- Superficial change
Results and plot Interpretation
The % variances of Eigenvalues suggests a superordinate construct 'good-bad' with the 
following as being positively regarded : real chang, behavioural approach as treatment 
of choice and an incentive based, positive approach.
Person seven associates a slow and careful process of analysis with facilitating 
formulation of the problem.
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Behavioural approach as treatment of choice is linked with real change in direct 
contrast to person five.
Competency in the behavioural appraoch is negatively correlated with consideration of 
family factors, which suggests that such an approach is more suited to consideration of 
an individual, perhaps in relation to their stay at the unit rather than, for instance how 
they behave with their family.
The use of various methods within a treatment package for an individual is used on the 
unit, but person seven seems to think that built in evaluation does not occur, so that 
discriminating between what worked for an individual and what did not is a difficult 
task at the end of treatment.
The overall impression gained from their plot is that person seven is in favour of the 
use of the behavioural approach and as such would seem to recognise motivation one 
as influencing the request for training in behavioural approaches.
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Appendix 10
Behavioural Approaches and The Unit
Whilst working at the unit I interviewed various members of the team to find out how 
they regarded behavioural approaches in relation to a sample of cases. This process 
generated a number of interesting questions which I would like to "throw open" to a 
wider audience.
I would be most grateful if you would complete this short anonymous questionnaire 
for me. Many thanks for your time, Roberta Fry, Clinical Psychologist in Training.
1) What types of problems do you think are most likely to benefit from a behavioural 
approach ?
2) What types of problems do you think are least likely to benefit from a behavioural 
approach ?
3) "Behavioural approaches are compatible with consideration of family factors".
Agree? Disagree?
4) "Behavioural approaches are the treatment of choice for Colwood".
Agree? Disagree?
5) "Behavioural approaches have dangers associated with them".
Agree ? Disagree ?
6) "Behavioural approaches focus on the target individual without paying adequate 
attention to other family members".
Agree ? Disagree ?
7) How important is punishment in behavioural approaches ?
Not at all Moderately important Very important
8) "Behavioural approaches are only concerned with stamping out behaviour".
Agree ? Disagree ?
9) "Behavioural approaches are only concerned with superficial change".
Never Sometimes Always
10) Would you like to see the widespread introduction of behavioural approaches as 
the main type of therapeutic input at Colwood ?
Yes No Don't Know
11) If there are other aspects of behavioural approaches that have not been tapped in 
this questionnaire, and you think are important please write about them here:
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Examining the relationships between conflicting self 
beliefs, emotional distress and severity of alcohol 
dependence in both relapsing and abstinent alcoholics.
Abstract
Self-discrepancy theory (Higgins, 1987) proposes that conflicting self beliefs can 
produce emotional distress. In particular it relates specific kinds of self-discrepancies 
to specific kinds of affective consequences. 47 participants all with a history of 
seriously dependent problem drinking (27 relapsing and 20 abstinent alcoholics) 
completed a measure of psychological conflict designed to identify self-concept 
discrepancies, along with a variety of standard measures of emotional distress. Three 
predictions derived from Self discrepancy theory (Higgins, 1987) were tested: (1) the 
greater the magnitude of self-concept discrepancy the greater the magnitude of 
emotional distress exhibited; (2) predominant actual-ideal discrepancies will be 
associated with dejection-related emotions; (3) predominant actual-ought discrepancies 
will be associated with agitation-related emotions. The results did not support any of 
the predictions.
The commonly held belief that female alcoholics have greater psychopathology and 
emotional distress than their male counterparts was also investigated. The findings 
suggested that relapsing female alcoholics scored significantly higher on the Beck 
Depression Inventory than relapsing male alcoholics. Finally, differences between 
abstinent and relapsing participants were examined. As predicted, abstinent participants 
demonstrated significantly lower scores on the BDI and various subscales of the SCL- 
90-R.
It was concluded that the instrument used to measure psychological conflict was 
insufficiently sensitive and a number of improvements were recommended.
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1 Introduction
1.1 Self Discrepancy Theory
How we see ourselves influences how we feel about ourselves. Self discrepancy theory 
explores this complex relationship by distinguishing between an individual's self 
concept, or actual self and their self guides. According to the theory there are two 
self guides which we use to monitor our behaviour : ideal self-guides, which consist of 
an individual's hopes, wishes or aspirations for themselves. And ought self-guides, 
which consist of beliefs about their duties, obligations, and responsibilities. A classic 
literary example of the difference between the ideal self and the ought self is the 
conflict between a hero's 'personal wishes' and his or her 'sense of duty.'
Running through both self-guides are two dimensions, the domains o f the self and 
standpoints on the self Domains of the self refers to whether a person is considering 
who they are, who they would like to be or who they feel they ought to be (the actual, 
ideal or ought selves). Standpoints on the self refers to whether a person is working 
from their own viewpoint or looking at themselves as they imagine someone else 
would see them. Thus, each individual can have multiple ideal and ought guides for 
behaviour, which vaiy in accessibility in different contexts or situations. Combining 
each of the domains of the self with each of the standpoints on the self gives six basic 
types of self-state representations (see Table 1.0)
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Table 1.0 : Standpoint bv domain combinations and the resulting self-state representations
Domains of the self
Standpoints on the 
self
Actual Self Ideal Self Ought Self
Own Actual Own Ideal Own Ought Own
Other Actual Other Ideal Other Ought Other
Actual-Self
(Self-Concept)
Ideal Self Guide Ought Self Guide
Self-discrepancy theory proposes that people differ as to which self-guide they are 
particularly motivated to meet. Not everyone is expected to possess all of the self­
guides - some may possess only ideal self-guides, whereas others may possess only 
ought-self guides. The point is that we are motivated to reach a condition where our 
self-concept matches our personally relevant self guides.
The theory assumes that people use self-guides to regulate their behaviour, 
appearance and group memberships, so as to maintain matches or reduce mismatches 
with their self-guides, and to evaluate their progress with their desired end state. 
Individuals who believe they already possess attributes that 'match' their self-guides are 
more likely to experience a greater sense of self-worth than are individuals who believe 
that they possess attributes that 'mismatch' their self-guides.
Different types of chronic discrepancies between the actual-self and the different self­
guides reflects a particular type of negative psychological situation that is associated 
with different emotional and motivational predisposition's (see Tables 1.1 and 1.2)
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Table 1.1 : Self-discrepancies and motivational predisposition’s
Type of Discrepancy Motivational Predisposition
Actual-Ideal discrepancy Motivated to meet ideal guide.
Behaviour is aimed at maximising the presence of 
positive outcomes and minimising the absence of 
positive outcomes
Actual-Ought discrepancy Motivated to meet ought guide.
Behaviour is aimed at maximising the absence of 
negative outcomes and minimising the presence of 
negative outcomes
Individuals who possess an actual-ideal discrepancy are motivated to meet their ideal 
guide in order to maximise the presence of positive outcomes and minimise the absence 
of positive outcomes. In contrast, individuals who possess an actual-ought discrepancy 
are motivated to meet their ought guide in order to maximise the absence of negative 
outcomes and minimise the presence of negative outcomes.
Table 1.2 : Types of self-discrepancies and their affective consequences
Self Guides
Ideal Own Ideal Other Ought Own Ought Other
Actual Self
(Self-
concept)
Absence of 
positive outcomes. 
Vulnerable to 
dejection related 
emotions
Absence of 
positive outcomes. 
Vulnerable to 
dejection related 
emotions
Presence of 
negative 
outcomes. 
Vulnerable to 
agitation related 
emotions
Presence of 
negative 
outcomes. 
Vulnerable to 
agitation related 
emotions
It is neither the actual-self alone nor self-guides alone that underlie emotional 
vulnerabilities. Rather, it is the relation between the actual-self and self-guides that is 
critical. It is to such relations that we shall now turn.
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1.2 Types of self-discrepancies and their emotional counterparts
1.2.1 Actual \ own versus ideal \ own
If a person possesses this discrepancy, they do not believe that their actual-self 
attributes match those ideal-self attributes he or she wants or hopes to attain. This 
discrepancy represents the absence of positive outcomes and the person is predicted to 
be vulnerable to dejection -related emotions, in particular disappointment and 
dissatisfaction.
1.2.2 Actual \  own versus ideal \ other
If a person possesses this discrepancy, they do not believe that their actual-self 
attributes match those ideal-self attributes that some significant other person hopes or 
wishes that he or she would attain. This discrepancy again represents the absence of 
positive outcomes and the person is predicted to be vulnerable to dejection-related 
emotions, in particular shame, embarrassment or feeling downcast.
1.2.3 Actual \ own versus ought \ own
If a person possesses this discrepancy, they do not believe that their actual-self 
attributes match those ought-self attributes that they believe it is their duty to attain. 
This discrepancy represents the presence of negative outcomes (e.g., a readiness for 
self-punishment) and thus, self-discrepancy theory predicts that the person is 
vulnerable to agitation-related emotions, in particular guilt, self-contempt and 
uneasiness.
1.2.4 Actual \ own versus ought \ other
If a person possesses this discrepancy, they do not believe that their actual-self 
attributes match the ought-self attributes that they believe some significant other 
person considers to be his or her duty to attain. This discrepancy represents the 
presence of negative outcomes (e.g., expectation of punishment) and the person is
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predicted to be vulnerable to agitation-related emotions in particular feeling fearful 
and threatened.
1.2.5 Conflicting Self-Guides
As well as such self-concept mismatches with self-guides, it is also possible to have 
conflicting self-guides. Although not of direct concern in the present study, it is worth 
mentioning the findings of Van Hook and Higgins (1988) in this regard. 
Undergraduates who possessed a self-guide self-guide discrepancy were significantly 
more likely to suffer from indecision, muddledness, identity confusion, distractibility, 
and rebelliousness than undergraduates who did not possess such a discrepancy.
1.3 Availability and Accessibility of Self-discrepancies
The likelihood of a particular event accessing a self-discrepancy is determined by when 
it was last activated, how often it is activated, and it's being relevant to the event.
1.4 Motivation to reduce discomfort
The theory assumes that the greater the discrepancy between actual self beliefs with 
various self guides, then, the greater will be the resulting discomfort. Zanna, Higgins 
and Taves (1976) examined whether dissonance is a phenomenologically aversive state 
by asking students to write counter attitudinal essays. They all took a pill, which they 
had just taken in the context of another experiment, and all were then given one of the 
following side effects explanations. (1) they would feel excited (2) they would feel 
tense (3) given no information (4) told there were no side effects. Subjects in the first 
three conditions, aroused by writing an essay dissonant with their personal views, were 
able to attribute their arousal to the pill and therefore did not alter from their original 
attitudes. Subjects in the last condition were unable to attribute their discomfort to the 
pill, and so stated attitudes more congruent with the essay in an attempt to reduce their 
dissonance and discomfort. These results are consistent with the notion that dissonance
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is an aversive state and that subjects will seize, when possible, an external attribution 
for their discomfort.
1.5 Self discrepancy theory and emotional distress - an empirical basis for the 
proposed link.
Higgins, Klein and Strauman (1985) had 52 psychology undergraduates fill out a 
questionnaire designed to measure their self discrepancies as well as a variety of 
standard measures of depression and anxiety, (e.g., Beck Depression Inventory, 
Hopkins Symptom Checklist).
The hypothesis that the greater the magnitude of self concept discrepancy the greater 
the intensity of discomfort induced by the discrepancy was strongly confirmed. On 
each of the measures, there was a significant, positive relation between the magnitude 
of total self discrepancy score and the intensity of general discomfort.
As predicted, partial correlational analyses revealed that discrepancies between 
individual's self-concepts and their ideal self-guides (e.g. actual \ own: ideal \ own and 
actual \ own : ideal \ other discrepancies) were more closely associated with dejection- 
related emotions than with agitation related emotions, whereas the opposite was true 
for discrepancies between individuals self-concepts and their ought self-guides.
Higgins, Bond, Klein and Strauman (1986) tested whether the kind of discomfort that 
resulted from focusing on a negative event would vary depending on the type of self­
discrepancy that was predominant for an individual. As predicted, when they were 
exposed to a positive event there was no difference between predominantly actual-ideal 
discrepancy subjects and predominantly actual-ought discrepancy subjects in their 
dejection-related and agitation-related mood scores but when they were exposed to a 
negative event, predominate actual-ideal discrepancy subjects felt significantly more 
dejected than did predominate actual-ought discrepancy subjects, whereas the latter 
tended to be more agitated than their counterparts. This study demonstrates that 
people with both types of discrepancies can experience either an increase in dejection
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or an increases in agitation depending on which type of discrepancy is temporarily 
made more accessible by the momentary context.
Higgins and Tykocinski (1992) examined whether persons who possess different types 
of self-discrepancies are sensitive to different types of psychological situations, as 
shown in their memory for another person’s experiences. All subjects read the same 
essay in which a target person experienced events reflecting both the presence of a 
positive outcome and the absence of a negative outcome. The target person's 
experiences were circumstantial and not personality related (e.g., finding money on the 
street; escaping an unpleasant school day because of an election). Half the subjects 
were predominant actual-ideal discrepancy persons, who had better recall for the 
events that reflected the presence and absence of positive outcomes. The other half, 
the actual-ought discrepant individuals, had better recall for the events that reflected 
the absence or presence of negative outcomes. Such results suggest that a chronic 
pattern of self-beliefs sensitises a person to attend to and remember events that accord 
with their self-beliefs, rather than to those events that do not.
Higgins et al (1994) found that the distinction between ideal and ought self-regulatory 
systems extends to differences in predilections for different regulatory forms, with the 
ideal system being concerned with approach (particularly approaching matches to 
desired end states) and the ought system concerned with avoidance (avoiding 
mismatches to desired end states and avoiding matches to undesired end states). Two 
studies using different paradigms activated either ideal self-guides or ought self guides 
and measured subjects concern with different forms of self-regulation. A third study 
asked ideal versus ought discrepant subjects to select among alternative strategies for 
friendship. The results suggested that a concern with approach is greater for ideal than 
ought self-regulation, whereas a concern with avoidance is greater for ought than ideal 
self-regulation.
271
1.6 Miskimins
The work by Miskimins and his colleagues has identified that there are many and 
varied aspects of the self-concept .(Berry and Miskimins, 1969., Berry, Wilson and 
Miskimins, 1972., Braught, 1971., Miskimins and Braught, 1971., and Wilson, 
Miskimins and Berry, 1971). The Miskimins Self-Goal-Other Discrepancy Scale 
(MSGO) (Miskimins and Braught, 1971) measures the discrepancies in a person's 
alignment of (a) his self-concept (where you are), (b) his goal self- concept (where 
you want to be), and (c) his perception of how others evaluate him (where other see 
you). These three variables are rated on 9 point scales for 15 pairs of constructs (e.g., 
happy and sad). Again, it is not the absolute ratings that are of interest, instead it is the 
differences between the self-concept rating and the other two. Miskimins and Braught 
(1971) have emphasised that the measurement of the incongruencies among self, goal, 
and others reflects internal tension. Specifically, there are two kinds of discrepancy 
scores available : self-goal and self-other. Each of these may be positive or negative. 
Thus, although similar to the selves measure, the MSGO would not allow exploration 
of the ought self, nor did it encompass the division between domains and standpoints 
on the self. However, the use of nomothetic constructs was appealing. Five of the 
constructs used in the Miskimins scale were selected, and people asked to rate 
themselves as they actually are, as they want to be and as they feel they ought to be 
along each of these descriptions. It would then be possible to examine if there was any 
relationship between these nomothetic descriptors and those supplied by each 
participant. Thus, participants were asked to rate themselves from their own 
standpoint, and then from another person's viewpoint across the actual, ideal and ought 
selves firstly according to the following descriptors : smart / intelligent; a good person; 
caring (about other people's feelings) friendly and good looking. They were then asked 
to do the same again, only this time they were to supply more relevant and meaningful 
descriptors of themselves. I did not expect to find a relationship between the supplied 
and the self nominated descriptors. It was more likely that the self nominated
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descriptors would be more sensitive to a person’s internal conflict of the moment, 
rather than general socially approved of labels.
Moretti and Higgins (1990) sought to establish the size of the unique proportion of the 
variance accounted for by actual-ideal discrepancy scores independently of actual-self 
ratings in a person's self-esteem. Subjects completed a nomothetically based measure 
that assessed actual-ideal discrepancy on a set of personality characteristics and an 
idiographically based measure that assessed actual-ideal discrepancy between subject's 
self-nominated actual-self and ideal-self attributes. The results indicated that the 
discrepancy scores derived from an idiographic measure of the actual-self and ideal-self 
are significant predictors of global self esteem. Discrepancy scores from the selves 
questionnaire correlate significantly with self-esteem on the Rosenberg Self-Esteem 
Scale and on the Coopersmith Self-Esteem Inventory, independent of the relation 
between discrepancy scores and the actual-self. In contrast, discrepancy scores derived 
from a nomothetic measure of the actual-self and ideal-self are neither strongly nor 
uniquely associated with self-esteem. Such results highlight the value of idiographic 
measures of discrepancy between the actual-self and the ideal-self. Moretti and Higgins 
(1990) argued that such idiographic measures are more reliable than discrepancy 
scores from a nomothetic measure and, therefore more predictive of self-esteem. The 
test-retest reliability of the discrepancy scores on the selves questionnaire, over a 4 to 
6 week period ranged from .39, p  <.05 (actual-ideal discrepancy), to .53, p  <.01 
(actual-ought discrepancy). Hoge and McCarthy (1983) reported that the test-retest 
reliability of real-ideal discrepancy scores derived from a nomothetic measure of the 
actual-self and ideal-self was r = .27 over a period of one year. Although these results 
are from different samples and different test-retest periods, they are consistent with the 
notion that discrepancy scores derived from an idiographic measure of the actual-self 
and ideal-self are more reliable than are discrepancy scores based on a nomothetic 
measure.
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1.7 Why Alcohol Clients ?
Alcoholics exhibit lower self esteem ratings than social drinkers (Berg, 1971) and non­
alcoholics (Carrol and Fuller, 1969) and generally poorer self concepts than students 
(Quereshi and Soat, 1976). The link between low self esteem and depression is well 
established, and low self esteem has long been recognised as being associated with 
alcoholism (McCord and McCord, 1960).
Quereshi and Soat (1976) examined the person perception of alcoholics compared to 
non-alcoholics after controlling for age, sex and ability level. They found that 
alcoholics rated themselves less positively on extroversion and self-assertiveness and 
also judged their parents and partner less positively on unhappiness, extroversion and 
productive persistence. There were no significant differences between the two groups 
in judging famous people or in the degree of differentiation that was evident in rating 
across all the 16 people used, including the self. Thus, the process of self and other 
perception was similar between alcoholics and non-alcoholics. The main difference was 
the negative evaluation alcoholics applied to themselves and their closest family 
members.
Armstrong and Wertheimer (1959) and Armstrong and Hoyt (1963) have suggested 
that the alcoholic perceives himself as being significantly different from what he would 
like to be. It has been reported that drinking behaviour may temporarily lead to a 
reduction of the discrepancy. McGuire et al (1966) studied four chronic male 
alcoholics before, during and after they underwent experimentally induced intoxication, 
and argued that they achieved a ’more integrated ego system' while they were 
intoxicated than when they were sober. While intoxicated, the alcoholics interpreted 
women’s avoidance of them as evidence of their fantasies of being ’masculine, sexually 
powerful and special’. The authors believed that the intoxicated alcoholics used ’their 
relationships in the service of ego-syntonic fantasy fulfilment and falsification of 
reality’. McClelland et al (1972) argue that the alcoholic is motivated by the need for 
greater personalised power, which manifests in manipulative and exploitative 
behaviour designed to boost his self-image. However, whether it is the need for a
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feeling of power, sexual prowess or nurturance that leads to dependence upon alcohol 
for some people, the core issue would seem to be dissatisfaction with themselves. Who 
they currently are is at uncomfortable odds with who they want to be or who they feel 
they should be.
1.8 Alcohol Dependence and Psychiatric Disorders
Seriously dependent problem drinkers who are relapsing are likely to exhibit a range of 
difficulties. Alcohol has a direct action on the central nervous system (CNS) and is 
capable of producing symptoms similar to those observed in major psychiatric 
disorders. (Schuckit, 1983). A cross-sectional, population-based American study found 
that an increasing level of alcohol consumption was associated with increasing 
psychiatric distress, starting at moderate consumption levels for women, and at heavy 
consumption levels for men (Dryman et al, 1989)
1.8.1 Anxiety
The prevalence of anxiety disorders in alcoholics has been reported to range from 16 
to 37 %, as compared with a much lower incidence rate of 4-5 % in the general 
population (Welte, 1985). Western epidemiological findings suggest particular groups 
of drinkers may be using alcohol to reduce chronic anxiety (Welte, 1985).
1.8.2 Tension reduction hypothesis
The original tension reduction hypothesis (Conger, 1951, 1956) proposed that alcohol 
reduces tension or anxiety by way of it's depressant effects upon the central nervous 
system. Later revisions (Cappell and Greeley, 1987) contextualise the theory by 
recognising the importance of situational, biological, expectancy and gender-related 
factors which govern a person's embodiment of alcohol's effects. Powers and Kutash 
(1985) consider that alcohol can reduce a number of negative affective states including 
tension, low self-esteem and anger. Extending the tension reduction hypothesis to 
alcoholics would suggest that alcoholics might consume large amounts of alcohol to
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cope with severe anxiety problems (Bibb and Chambliss, 1986., Blane and Leonard, 
1987). However, most studies indicate that even modest doses of alcohol are 
associated with increases, not decreases, in physiological measures associated with 
tension as well as with subjective feelings of anxiety (Williams, 1966., Logue et al,
1978., Schuckit, 1985).
However, the danger is that a number of problem drinkers, who started out drinking to 
self medicate their anxiety state then enter a vicious cycle of relief drinking that 
escalates and is maintained by alcohol’s secondary anxiety effects. Stockwell et al
(1984) found that phobic alcoholics generally considered alcohol could reduce their 
phobic anxiety, but problems related to heavy drinking eventually exacerbated their 
anxiety problems. Stockwell and Bolderston (1987) have reviewed a number of studies 
suggesting that heavy alcohol use is often associated with an increase in anxiety leading 
to tension induction rather than the expected tension reduction. Higher anxiety levels 
are associated with more severe alcoholism (Donovan et al, 1978., Whitelock et al, 
1971)
After the development of physical dependence to any brain depressant, the acute 
abstinence syndrome, lasting for 4-5 days or more, is likely to include tremors, feelings 
of tension, restlessness, and insomnia. All symptoms found in severe anxiety states. 
This is often followed by a secondary abstinence syndrome lasting for months and 
characterised by anxiety, emotional instability, autonomic overeactivity, restlessness, 
and sleep impairment (DeSoto et al, 1985)
1.8.3 Depression
A close relationship between alcoholism and depression has been found (Winokur et 
al, 1971., Pottenger et al, 1978., Powell et al, 1982., Weissmam et al, 1980). Within 
his investigation of the relationship between alcohol dependence and alcohol-related 
problems, Drummond (1990) found that 55 % of his sample of people presenting to an 
alcohol treatment unit (n = 103) reported feeling depressed for more than a week and 
49 % had suicidal thoughts. There is evidence of people diagnosed as suffering from
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alcoholism are much more likely than the average person to commit suicide (e.g. 
Kessel, 1965).
Alcohol is a CNS depressant which is capable of inducing feelings of sadness. This is 
especially likely to be observed at falling blood alcohol concentrations. While the 
intensity of affect is likely to be different for different people, it is probable that it will 
be longer lasting and more profound following higher blood alcohol concentrations and 
longer periods of drinking. Seriously dependent problem drinkers are most vulnerable 
to such mood altering effects of alcohol, due to their severe and sustained levels of 
drinking. Several studies have reported that alcoholics experience increased dysphoria 
and anxiety as a result of alcohol consumption (Mendelson, 1974., Nathan and Lisman,
1976., Freed, 1978) The Chronic ingestion of alcohol can lead to profound changes in 
affect that can mimic a depressive episode. (Mayfield and Coleman, 1968).
Overall, the rate of severe depression in the course of alcohol abuse or dependence is 
at least 30-40 %, and when less stringent criteria are applied the figure may be 70 % or 
higher (Schuckit, 1983., Cadoret and Winokur, 1974). As is true in the general 
population, depressive symptoms are more likely to be reported by female alcoholics 
than by male alcoholics (Schuckit and Winokur, 1972., Hatsukami and Pickens, 1982). 
Hatsukami and Pickens (1982) found that amongst relapse subjects the rate and 
severity of depressive symptoms were higher than those found in the general 
population.
Regardless of gender, the quality of depression seen in the course of heavy drinking 
can be similar to the symptom profile noted during primary affective episodes 
(Schuckit, 1979., Schuckit, 1983., Weissman et al, 1977).
However, not only the physiological effects of alcohol are involved in the mood state 
of the alcoholic. Life problems (financial, interpersonal and medical) inherent in the 
course of alcoholism are also expected to induce affective disturbances.
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1.8.4 Female alcoholics
Since excessive drinking is regarded as more of a social taboo among women, there is 
an argument that only greater psychopathology would enable a woman to reach 
alcoholic status. Several studies suggest that women alcoholics have a poor, 
inadequate or distorted self-image, low self-esteem or poor self-concept (Kinsey,
1966., Kinsey, 1968., Wood and Duffy, 1966), and that about 20 % start seriously 
misusing alcohol at the time of a middle age identity crisis brought about by some 
situational event (Curlee, 1970).
Curlee (1970) found that women alcoholics were more likely to be admitted to 
hospitals as psychiatric patients, were admitted more often and for longer periods, and 
were more often divorced than were men alcoholics. Braiker (1984) cites studies 
showing the greater amount of psychiatric treatment among women with alcohol 
problems; more frequent reports by these women than alcoholic men of depressed or 
sad mood, feelings of inadequacy, low self-esteem, and anxiety; and an elevated rate of 
suicide attempts relative to men.
It is difficult to separate serious psychological damage caused by a woman’s alcoholism 
from pre alcoholic predisposing factors (Curlee, 1967). Although both men and 
women alcoholics have experienced a high incidence of disruptive emotional behaviour 
and deprivation as children ( De lint, 1964., Kinsey, 1966., Roller and Castanos, 1969., 
Oltman and Friedman, 1967., Rathod and Thomson, 1971) women have experienced 
more damaging experiences, such as loss of a parent through divorce, desertion or 
death (Curlee, 1970., De Lint, 1964., Linsansky, 1957). and had more emotional 
trauma (Podolsky, 1963).
Pemberton (1967) found that some women drank heavily because they could not 
adequately fulfil a satisfying role within the family unit. Many studies have documented 
sex differences in reported depressive symptomatology, and there is general agreement 
that females are at higher risk for depression than males (Weissman and Klerman,
1977., Goldman and Ravid, 1980., Amenson and Lewinsohn, 1981., Midanik, 1983., 
Myers et al, 1984., Caetano, 1987., Parker et al, 1987., Weissman, 1987). Hatsukami
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and Pickens (1982) found that, even among women who abstained, there was a 
significantly higher rate of depressive symptoms than among men who abstained.
1.8.5 Abstinent alcoholics
Although the intensity of depressive symptoms during the course of dependent 
drinking can be severe, the affective disturbances are likely to be transitory, showing 
great improvement or disappearance of symptoms within several days or weeks of 
abstinence (Liskow et al, 1982., Schuckit and Winokur, 1972., Schuckit, 1985., Powell 
et al, 1987). Hatsukami and Pickens (1982) found that the rate and severity of 
depressive symptoms for subjects who did not relapse were no higher than those found 
among the general population. Several longer term follow-ups of alcoholics who were 
able to maintain abstinence showed little evidence of severe or prolonged depression 
during the follow-up periods (Schuckit et al, 1985., Pettinati et al, 1982) Evaluation of 
312 abstinent alcoholics (163 men and 149 women) with the Symptom Check-List 90 
revealed a progressive decline in symptamatology with prolonged abstinence. The 
scores approximated levels found in the general population after ten years of 
abstinence or more. The levels were similar for men and women. A particularly 
interesting finding was that feelings of guilt persisted at high levels, even after many 
years of sobriety. For instance, 87 % of subjects reported 'feelings of guilt' during the 
first six months of abstinence, this figure is above the 68 % obtained for psychiatric 
outpatients (Derogatis, 1977). The percentage drops to 56 % for the greater than 10 
years group, but even this figure is far above the 17 % obtained in the general 
population (DeSoto et al, 1985).
1.8.6 Probable conflicting self beliefs of the relapsing alcoholic
The persistently high level of guilt found by DeSoto et al/(1985) would be explained 
by self-discrepancy theory as the result of a discrepancy between the person's actual 
self from their own ought-self. Thus, such feelings occur because they believe they 
have transgressed a personally accepted moral standard.
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Because of the social, domestic, professional and medical problems incurred through 
dependent drinking, relapsing alcoholics are likely to show evidence of several conflicts 
between who they are and who they would like to be, and with who others expect 
them to be. Marital difficulties are often evident when one or both partners have a 
drinking problem (Orford and Edwards, 1977). Alcoholics often speak of how their 
body 'demands' alcohol even when they want to abstain. It is as if their drinking is 
beyond their will. Such internal conflict could be captured in the distinction between 
the ideal self and the actual self. Whilst the relapsing alcoholic wishes to become 
abstinent, he seems unable to make this become reality. As well as intrapsychic 
conflict, alcoholics experience interpersonal conflict because of their secrecy and 
growing involvement in deceit. Such conflict could be represented in the distinction 
between the ought self and the actual self. Whilst the relapsing alcoholic believes that 
he should stop drinking, he seems unable to make this actually happen. Thus, the 
concept of addiction rests upon the distinction between a person's desire and their will. 
Such a distinction easily lends itself to self concept discrepancy theory, with it's 
assumption of separate hopes, aspirations and wishes in one self guide (ideal self) from 
a person's feelings of duty or obligation (the ought self guide). The hypothesis that 
alcohol consumption results in reduced self awareness and less regulation of behaviour 
by internalised social standards (Hull, 1987) could also be describing the temporarily 
reduced role of the self-guides when people are drunk. This claim is similar to the 
description of alcohol as the 'solvent' of the super-ego !
2.0 Summary
The literature indicates that relapsing alcoholics will display several conflicting self 
beliefs because of the CNS depressant effects of alcohol, associated life problems and 
general dissatisfaction with themselves. Further evidence suggests that female 
alcoholics are likely to feel at odds with the traditional sex role stereotype, resulting in 
additional gender specific conflict, which creates greater emotional distress than their 
male counterparts experience.
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In oi;der to examine the relationships between conflicting self-beliefs, emotional 
distress and severity of alcohol dependence, two groups of drinkers were recruited to 
the present study. Those that had been abstinent for six months or more and those who 
were still currently drinking. Both men and women were invited to participate, in order 
to examine any possible sex differences.
2.1 Aims of the study
1) To investigate the relationship between the five nomothetic descriptors supplied 
with the subjects’ self-nominated actual-self, ideal-self and ought-self attributes.
2) To investigate the relationship between type and severity of self discrepancy and 
emotional distress.
3) To investigate the relationship between type and severity of emotional distress 
and severity of alcohol dependence in relapsing participants.
4) To investigate whether female alcoholics (both abstinent and relapsing) report 
greater self discrepancies and consequently experience greater emotional distress 
than male alcoholics.
5) To investigate whether relapsing alcoholics report greater self discrepancies and 
consequently experience greater emotional distress than abstinent participants.
2.2 Hypotheses
1. There will be no relationship between the five nomothetic descriptors supplied 
with the participants self-nominated actual-self, ideal-self and ought-self attributes.
2. Participants with larger self-concept discrepancies will show greater emotional 
distress than participants with smaller self-concept discrepancies.
' 3. Participants displaying a predominantly actual-ideal discrepancy will be associated 
with dejection -related emotions.
4. Participants displaying a predominantly actual -ought discrepancy will be associated 
with agitation related emotions.
281
5. The greater the intensity of emotions experienced the greater the likelihood of 
severity of alcohol dependence in relapsing participants.
6. Female participants will exhibit greater self concept discrepancies associated with 
greater intensity of emotions than male participants.
7. Abstinent participants will have smaller self concept discrepancies associated with 
less intense emotions than those relapsing.
3.0 Method
3.1 Design
A cross sectional, two group between subjects design was utilised for this study, to 
examine individual subject’s profiles as well as between-group factors. Groups 
consisted of male and female relapsed seriously dependent problem drinkers and those 
who had been abstinent for 6 months or more.
3.2 Participants
The relapse sample consisted of 27 participants. 17 men (x age = 47.29 (SD = 13.26) 
years, range = 23-68) and 10 women (x age = 43.60 (SD = 8.45) years, range = 31- 
56). They were drawn from client caseloads of mental health professionals working for 
community alcohol teams. The study gained ethical approval from both the Worthing 
and Brighton ethical committees (see Appendix 1 and 2). Participants were invited to 
take part in the research, by a letter given to them by their key worker (see Appendix
3). The abstinent sample consisted of 20 subjects. 12 men (x age = 42.58 (SD = 9.33) 
years, range = 28-59) and 8 women (x age = 44.63 (SD = 11.45) years, range = 29- 
65). 13 of these were recruited from local Alcoholics Anonymous Groups. Participants 
were excluded if they were intoxicated or showed evidence of organic impairment.
All of the participants had a history of drinking in excess of the harmful dose of alcohol 
per week. (50 units for men, 35 units for women). Thus, the sample consists of people 
with a history of seriously dependent problem drinking. The relapse sample have had a
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lapse in the previous 3 months, but are working towards their goal of abstinence. The 
abstinent participants will not have consumed any alcohol for six months or more.
3.3 Measures
The following measures were administered during a one off clinical interview with the 
researcher. They were presented in a counterbalanced order.
3.3.1 The Background Information Questionnaire
Participants were asked their age, sex, current drinking pattern, how long they have 
either been in treatment or attending AA meetings and how many in-patient de- 
toxifications they have had. From the information given the number of units consumed 
per week was calculated. (See Appendix 4).
3.3.2 The Beck Depression Inventory (BDI) (Beck et al., 1961)
This self-report inventory contains 21 items relating to depressive emotions and 
symptoms. For each item subjects select one of four or five statements that increase in 
severity (scored from 0 to 3, with higher numbers indicating more severe depression). 
(See Appendix 5) The clinical cut offs are as follows: 0-9 normal., 10-18 mild \ 
moderate., 19-29 moderate \ severe and 30-63 severe \ extremely depressed.
The BDI has high internal consistency in both clinical and nonclinical populations. 
Internal consistency estimates based upon Cronbach's coefficient alpha for 105 alcohol 
patients was .90 (Steer, Beck and Shaw, 1985) A meta-analysis with 9 psychiatric 
samples obtained .86 and for 15 nonpsychiatric samples, .81 Test re-test reliability for 
nine studies of nonpsychiatric samples ranged from .60 to .90
As for construct validity, hopelessness is hypothesised to be associated with 
depression. Beck, Weissman, Lester and Trexler (1974) found that scores on the 
hopelessness scale were positively related to the BDI scores in all six normative 
samples.
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3.3.3 The Hopkins Symptom Check List Revised (SCL-90-R) (Derogatis et al., 
1973)
This is a modem, well standardised measure with good coverage of important areas of 
symptomatology and psychopathology (Derogatis, 1977). The 90 item scale provides 
measures in each of nine areas; somatization, obsessive-compulsive, interpersonal 
sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation and 
psychotocism. Each item is rated on a 5 point scale, with higher numbers indicating 
more severe symptoms. (See Appendix 6) This scale was chosen to measure emotional 
distress because it contains the following subscales that were used in the analysis : 
depression, anxiety and hostility as well as three global indices of distress. Such 
specificity will enable the predictions of self discrepancy theory to be tested, as 
Higgins, Klein and Strauman did in their (1985) study.
Two studies investigated the internal consistency reliability using coefficient alpha and 
found satisfactory coefficients, ranging from a low of .77 for psychotisicm to a high of 
.90 for depression in the Derogatis, Rickels and Rock (1976) study, and from a low of 
.79 for paranoid ideation to a high of .90 for depression in the Horowitz et al (1988) 
study. Test-retest reliability were also conducted. Derogatis, Rickels and Rock (1976) 
found that the majority of coefficients lie between .80 and .90, which is an appropriate 
level for measures of symptom constmcts. In the Horowitz et al (1988) report, test- 
retest coefficients ranged from .68 for somatization to .83 for paranoid ideation, even 
though the time elapsed between assessments was 10 weeks.
Derogatis and Cleary (1977) completed a construct-oriented study of the SCL-90-R 
and the empirical analysis matched the theoretical structure quite well on most of the 
dimensions. There was some overlap between the anxiety and phobic anxiety 
dimensions, and some splitting between items on the psychoticism dimension. 
However, on the whole the empirical-theoretical match was confirmed.
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3.3.4 The Selves Questionnaire
This questionnaire was created to measure self-concept discrepancy. Unlike Higgins
(1985) written questionnaire which was used with undergraduates, and requested ten 
self nominated attributes, I reduced this number to five in order to make it more 
feasible for an interview format. I also needed to consider that the current sample were 
older, probably with fewer years of education and possibly less verbally able than the 
sample used by Higgins (1985).
The adapted selves questionnaire asked participants to consider themselves against five 
supplied nomothetic descriptions and to then to provide a further five idiographic 
descriptions associated with different self-concepts (the actual, ideal and ought selves). 
It consisted of two sections, the first working from their own perspective, and the 
second concerned with the viewpoint of somebody important to them. (See Appendix 
7)
Participants were asked to rate themselves on a 5 point scale (ranging from 1, not at all 
true of me to 5 extremely true of me) according to the extent to which they or their 
significant other believed they actually possessed, ideally would like to possess, or 
ought to possess a list of 5 supplied attributes (smart \ intelligent, good person, caring, 
friendly, and good looking). They were asked to do the same for the 5 attributes they 
supplied. Such experimenter-selected set of positive, socially desirable attributes may 
not be important or relevant to individual participants.
Having both the nomothetic and idiographic sections meant that there would need to 
be two scores for each self guide, rather than the one possible using Higgins (1985) 
questionnaire format. Thus, in total this measure yielded the following four totals :
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
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Actual \ ideal (Al-n) discrepancy scores for the nomothetic descriptors were calculated 
by comparing the scores on the ratings scale. If the scores were within two scale points 
this was considered a match, anything greater was considered a mismatch. The same 
applied to the actual \ ought discrepancy scores (AO-n)
Actual \ ideal (Al-i) discrepancy scores for the idiographic descriptors were calculated 
by comparing each attribute in the actual-self list with the attributes listed for ideal \ 
own and ideal \ other. Actual \ ought discrepancy scores were calculated by comparing 
the actual-self attributes with those listed for ought \ own and ought \ other. Attributes 
on the lists were considered discrepant if they were antonymous or if they were 
synonymous but had extent ratings differing by 2 or more scale points. Discrepancy 
scores for each guide were aggregated across own and other standpoints.
3.3.5 The Severity of Alcohol Dependence Questionnaire (SADQ) (Stockwell et 
al., 1979)
This measure elicits information on the frequency with which various alcohol-related 
experiences occurred in a typical month of heavy drinking. It contains 20 questions 
dealing with physical withdrawal symptoms, affective symptoms of withdrawal, relief 
drinking, level of alcohol consumption and rapidity of reinstatement after withdrawal. 
Each item has it's own frequency scale ranging from 'almost never' to 'nearly always.' 
(See Appendix 8). Each constituent item can be scored from 0 to 3. Thus a total score 
for each section can be obtained as well as a total SADQ score of 60. Scores greater 
than 30 have been found to correspond to Edward's' own ratings of 'severe alcohol 
dependence' (Stockwell et al, 1979). Stockwell et al, (1983) found an overall reliability 
of 0.85 when the SADQ was given to 45 participants after a two week interval. 
Concurrent validation was explored by Stockwell et al, (1979) who demonstrated that 
the SADQ gave a biserial correlation of 0.84 with clinical ratings of intensity. Meehan 
et al, (1985) has also found an agreement between the SADQ and clinical ratings. 
Studies of the validity of alcoholics self-reports through correlation's with external 
criteria such as collatoral reports, arrest and hospitalisations records, and blood alcohol
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tests all indicate that alcoholics provide reliable reports of their drinking. (Hesselbrock 
et al, 1982., Polich, 1982)
4.0 Procedure
After subjects had provided written consent to participate in the study they were asked 
to attend a one off, individual interview with the researcher, during which five 
questionnaires were administered. At interview subjects were told that the purpose of 
the research was ‘to understand more about the relationships between your own views 
of yourself, how you think people who are important see you, and how you feel.' They 
were also assured that all information gathered would be kept in the strictest 
confidence. Either the researcher or the participant read aloud the instructions and 
each of the questions in turn. The researcher wrote down all the replies given by the 
participants, to ensure completeness and to provide an opportunity to check out 
whether the participants intended meaning had been received by the researcher.
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5.0 Results
5.1 Data Analysis
Non-parametric tests were used throughout the analysis, because assessment of the 
data revealed that it was not normally distributed, and therefore did not meet one of 
the main requirements for parametric tests.
In order to examine the relations between the different kinds of discrepancies and 
various emotions and symptoms associated with depression and anxiety, Spearman's 
rho and Kendall's tau-b correlations were calculated. The former is a non-parametric 
test which measures the amount and significance of a correlation between people's 
scores on two variables. The latter is a nonparametric measure of correlation for 
ordinal variables that takes ties into account.
Investigation of group differences (between either men and women and abstinent and 
relapsed participants) involved using the Mann-Whitney U Test, a nonparametric test 
used to examine differences between the scores within the different groups. Two-tailed 
tests were used throughout.
Because it was found that abstinent participants had significantly lower scores on the 
measures of emotional distress, all the relevant correlations were calculated on the 
total sample, as well as the two subgroups of relapsing and abstinent participants. This 
was done to ensure that significant relationships were not being masked when only the 
total sample was analysed.
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5.2 Results
Hypothesis One : There will be no relationship between the five nomothetic 
descriptors supplied with the participants' self-nominated actual-self, ideal-self 
and ought self attributes
Table One: Inter-correlations between self-concepts using the total sample.
Al-n AO-n AO-i
Al-i
.1107 n = 47 
sig = .459
-.0371 n = 47 
sig = .804
.5376 n = 47 
sig = .000
AO-i
-.0576 n = 47 
sig = .701
.0329 n = 47 
sig = .826
AO-n
.6094 n = 47 
sig = .000
Using Spearmans rho, two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
As can be seen from Table One there was no relationship between the scores obtained 
from the five nomothetic descriptors and the five self-nominated descriptors across the 
actual, ideal and ought self domains. Therefore the null hypothesis was accepted when 
the total sample was considered.
However, there was a strong positive correlation between the ideal and ought domains 
when both refer to the five nomothetic descriptors. (.6094, p < .05) In other words, 
people tended to rate themselves similarly across both ideal and ought self guides on 
the nomothetic descriptors. Likewise, there was a strong positive correlation between 
the self-nominated descriptors given by participants for the ideal and ought selves.
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(.5574, p < .05). Thus the self-discrepancy measure was distinct in terms of the 
nomothetic \ idiographic split but not according to the ideal \ ought selves split. In 
other words, participants regarded the five nomothetic descriptors as distinct from 
their own supplied descriptors. But when participants supplied the descriptors they 
tended to choose the same words for both their ideal and ought selves, suggesting that 
they did not perceive ideal and ought selves as different from each other.
Table Two: Inter-correlations between self-concepts for relapse participants only
Al-n AO-n AO-i
Al-i
.0815 n = 27 
sig = .686
-.0934 n = 27 
sig = .643
.4917 n = 27 
sig = .009
AO-i
.-.2096 n = 27 
sig = .294
-.0574 n = 27 
sig = .776
AO-n
.4448 n = 
27
sig = .020
Using Spearmans rho, two tailed test. p<05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
The null hypothesis was also accepted when considering the sub-groups. The same 
pattern was seen when inter-correlations were conducted between the self-concepts of 
relapsing participants (see Table Two) and abstinent participants (see Table Three). It 
would seem that abstinent participants rate themselves most similarly across the five 
nomothetic descriptors (.8380 p <05) and across the idiographic descriptors (.5906 p 
< .05).
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Table Three: Inter-correlations between self-concepts for abstinent participants only
Al-n AO-n AO-i
Al-i
.0976 n = 20 
sig = .682
-.0212 n=  20 
sig = .929
.5906 n = 20 
sig = .006
AO-i
.0365 n = 20 
sig = .878
.1019 n = 20 
sig = .669
AO-n
.8380 n = 20 
sig = .000
Using spearmans rho, two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
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Hypothesis Two : Participants with larger self-concept discrepancies will show 
greater emotional distress than participants with smaller self-concept 
discrepancies
Table Four : Correlations between self-concept discrepancies and emotional distress 
for the total sample
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
Al-n
.2051 
n = 47 
sig = .167
.0234 
n = 47 
sig = .876
.1269 
n = 47 
sig = .395
.2715 
n = 47 
sig = .065
.1078 
n = 47 
sig = .471
.0495 
n = 47 
sig= .741
.2239 
n = 47 
sig = .130
Al-i
.1989 
n = 47 
sig=  .180
.2233 
n = 47 
sig = .131
.3451 
n = 47 
sig = .018
.0905 
n = 47 
sig = .545
.2389 
n = 47 
sig = .106
.2292 
n = 47 
sig=  .121
.1976 
n = 47 
sig = .183
AO-n
-.0703 
n = 47 
sig = .639
-.1745 
n = 47 
sig = .241
-.1317 
n = 47 
sig = .378
.1061 
n = 47 
sig = .478
-.0975 
n = 47 
sig = .514
-.1406 
n = 47 
sig=  .346
.0275 
n = 47 
sig = .854
AO-i
.0507 
n = 47 
sig = .735
-.0123 
n = 47 
sig= .935
.0610 
n = 47 
sig = .684
-.1431 
n = 47 
sig= .337
-.0284 
n = 47 
sig = .850
-.0504 
n = 47 
sig = .736
.0645 
n = 47  
sig = .667
Using Spearmans rho, two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
As can be seen from Table Four, none of the Spearman's rho correlations between the 
various self-concept discrepancies and measures of emotional distress scales were 
significant at the .05 level of significance, using a two tailed test when the total sample 
scores were used. Thus, the null hypothesis that there is no relationship between the 
size of self-concept discrepancy with the size of emotional distress was accepted for 
the total sample.
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Table Five: Correlations between self-concept discrepancies and emotional distress in
relapsing participants only
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
Al-n .1909 
n=  27 
sig = .340
.0350 
n = 27 
sig = .863
.0862 
n = 27 
sig = .669
.2975 
n = 27 
sig = .132
.1176 
n = 27 
sig = .559
.0430 
n = 27 
sig = .831
.1507 
n=  27 
sig = .453
Al-i .1765 
n = 27 
sig = .379
.3196 
n = 27 
sig = .104
.4368 
n = 27 
sig = .023
.3657 
n = 27 
sig = .061
.3966 
n = 27 
sig = .041
.4236 
n = 27 
sig = .028
.3100 
n = 27 
sig = .116
AO-n -.1197 
n = 27 
sig = .552
-.1326 
n = 27 
sig = .510
-.1927 
n = 27 
sig = .335
.1658 
n = 27 
sig = .409
-.1067 
n = 27 
sig = .596
-.1944 
n = 27 
sig = .331
-.0652 
n = 27 
sig = .747
AO-i -.1136 
n = 27 
sig = .573
-.1149 
n = 27 
sig = .568
-.0244 
n = 27 
sig = .904
-.0031 
n = 27 
sig = .988
-.0681 
n = 27 
sig = .736
-.0723 
n = 27 
sig = .720
-.0147 
n = 27 
sig = .942
Using spearmans rho, two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
However, when only relapsing participants scores were used three large, positive 
correlations were revealed. Firstly, between the Al-i and the anxiety subscale (.4368 p 
< .05) Secondly between the Al-i and the global severity index (.3966 p < .05) Finally, 
between the Al-i and the positive symptom total (.4236 p < .05). Thus, for these three 
correlations the null hypothesis was rejected. It is interesting that all three significant 
results involve the idiographic section of the actual \ ideal discrepancy, demonstrating 
that the larger this discrepancy is for relapsing participants, the larger is their general 
anxiety, the greater the depth of the disorder (GSI is the single summary measure of 
the SCL-90-R) and the greater the symptom breadth of the disorder (PST).
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The first finding runs counter to the prediction that actual \ ideal discrepancies are 
associated with dejection-related emotions, as anxiety is classified as an agitation- 
related emotion. The other two would seem to support hypothesis two, but only for 
relapsing participants.
Table Six : Correlations between self-concept discrepancies and emotional distress in 
abstinent participants only
Beck
Depression
Inventors'
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
Al-n .2594 
n = 20 
sig = .269
-.0724 
n = 20 
sig = .762
.2212 
n = 20 
sig = .349
.1375 
n = 20 
sig = .563
.0975 
n = 20 
sig = .683
-.0114 
n = 20 
sig = .962
.3284 
n = 20 
sig = .157
Al-i .0963 
n = 20 
sig = .686
.0074 
n = 20 
sig = .975
.1709 
n = 20 
sig = .471
-.4432 
n = 20 
sig = .050
-.1349 
n = 20 
sig = .571
-.1462 
n = 20 
sig = .539
-.0325 
n = 20 
sig = .892
AO-n .1195 
n = 20 
sig = .616
-.1101 
n = 20 
sig = .644
.0521 
n = 20 
sig = .827
.1223 
n = 20 
sig = .608
.0256 
n = 20 
sig = .915
-.0428 
n = 20 
sig = .858
.2998 
n = 20 
sig = .199
AO-i .0875 
n = 20 
sig = .714
.001 
n = 20 
sig = .996
.0382 
n = 20 
sig = .873
-.4764 
n = 20 
sig = .034
-.1565 
n = 20 
sig = .510
-.2058 
n = 20 
sig = .384
.0393 
n = 20 
sig = .869
Using spearmans rho, two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
When only abstinent participants scores are used, two strong, negative correlations are 
revealed. Firstly between the Al-i with hostility (-.4432 p < .05) and secondly between 
the AO-i with hostility (-.4764 p < .05). Thus, for these correlations the null hypothesis 
was rejected. Again, both significant results involve participants discrepancies using 
their own supplied descriptors. It would seem that for abstinent participants the greater
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their Al-i or AO-i discrepancy the lower their level of hostility. Again, the inverse 
relationship between AO-i with the hostility subscale is surprising since the theory 
predicts that this should be a positive relationship.
Hypothesis Three : Participants displaying a predominantly actual-ideal 
discrepancy will be associated with dejection related emotions
Table Seven : Correlations between actual-ideal discrepancies with various emotions 
for the total sample
Bede
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
Al-n
.1429 
n = 47 
sig= .184
.0158 
n = 47 
sig = .882
.0933 
n = 47 
sig = .383
.2050 
n = 47 
sig = .061
.0728 
n = 47 
sig = .493
.0296 
n = 47 
sig =.781
.1443 
n = 47 
sig =.173
Al-i
.1456 
n = 47 
sis =.187
.1553 
n = 47 
sig = .155
.2665 
n = 47 
sig = .015
.0754 
n = 47 
sig= .501
.1628 
n = 47 
sig =.134
.1683 
n = 47 
sig =.123
.1328 
n = 47 
sig =.221
Using Kendall's tau -b two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
The only significant relationship found using the Kendall's tau-b correlation, was 
between the idiographic form of the actual-ideal discrepancy with the anxiety subscale 
of the SCL-90-R.(.2665 p <05) Such a relationship runs contrary to the hypothesis, as 
anxiety is regarded as falling in the agitation-related emotions category rather than the 
dejection-related one.
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Table Eight: Correlations between actual-ideal discrepancies with various emotions for
relapsing participants only
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
Al-n .1329 
n = 27 
sig = .342
.0242 
n = 27 
sig = .866
.0638 
n = 27 
sig = .657
.2166 
n = 27 
sig = . 133
.0690 
n = 27 
sig = .628
.0181 
n = 27 
sig = .899
.0992 
n = 27 
sig = .487
Al-i .1494 
n = 27 
sig = .313
.2340 
n = 27 
sig = .113
.3498 
n = 27 
sig = .018
.2811 
n = 27 
sig = .059
.2829 
n = 27 
sig = .054
.3225 
n = 27 
sig = .029
.2046 
n = 27 
sig = .164
Using Kendall's tau-b two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
When only relapsing participants are considered two significant relationships are 
identified. The first is between Al-i with the anxiety subscale (.3498 p < .05) and the 
second between Al-i with the positive symptom total (.3225 p < .05). Again the first 
finding runs counter to the prediction that actual \ ideal discrepancies are associated 
with dejection-related emotions. Whilst the second suggests that Al-i is related to the 
symptom breadth demonstrated by relapsing participants.
Another correlation approached significance (.2829 p = .054) between Al-i and global 
severity, suggesting that participants supplied descriptors that are discrepant between 
the actual and ideal selves are associated with the general level of emotional distress 
suffered by relapsing participants.
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Table Nine: Correlations between actual-ideal discrepancies with various emotions for 
abstinent participants only
Beck
Depression
inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
Al-n .1653 
n = 20 
sig = .338
-.0735 
n = 20 
sig = .668
.1681 
n = 20 
sig = .324
.1035 
n = 20 
sig = .562
.0721 
n = 20 
sig = .670
-.0222 
n = 20 
sig = .895
.2655 
n = 20 
sig = .115
Al-i .0656 
n = 20 
sig = .710
-.0118 
n = 20 
sig = .946
.1349 
n = 20 
sig = .439
-.3121 
n = 20 
sig = .088
-.1160 
n = 20 
sig = .502
-.0989 
n = 20 
sig = .568
-.0231 
n = 20 
sig -  .893
Using Kendall's tau-b two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ideal discrepancy for the nomothetic descriptors (Al-n)
• actual \ ideal discrepancy for the idiographic descriptors (Al-i)
As can be seen from Table Nine, none of the correlations were significant at the .05 
level for the abstinent participants. Thus, for this sub-group the null hypothesis that 
there is no relationship between actual \ ideal discrepancy and dejection-related 
emotions was accepted.
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Hypothesis Four: Participants displaying a predominantly actual-ought
discrepancy will be associated with agitation-related emotions
Table Ten: Correlations between actual-ought discrepancies with various emotions for 
the total sample
Beck
Depression
Inventory’
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
positive
symptom
distress
AO-n
-.0611 
n = 47 
sig = .575
-.1268 
n = 47 
sig = .239
-.1001 
n = 47 
sig = .355
.0769 
n = 47 
sig = .487
-.0721 
n = 47 
sig = .502
-.1105 
n = 47 
sig = .305
.0200 
n = 47 
sig = .852
AO-i
.0348 
n = 47 
sig = .750
-.0101 
n = 47 
sig = .925
.0641 
n = 47 
sig = .555
-.1025 
n = 47 
sig = .356
-.0111 
n = 47 
sig = .918
-.0202 
n = 47 
sig =.852
.0332 
n = 47 
sig = .758
Using Kendall's tau-b two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
None of the Kendall's tau-b correlations reached significance at the .05 level when the 
total sample was used in the analysis. Thus, for the sample as a whole the null 
hypothesis that there is no relationship between actual \ ought discrepancy and 
agitation-related emotions was accepted.
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Table Eleven: Correlations between actual-ought discrepancies with various emotions
for the relapsing participants only
Beck
depression
inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
AO-n -.1337 
n = 27 
sig = .360
-.1142 
n = 27 
sig = .431
-.1522 
n = 27 
sig = .297
.0873 
n = 27 
sig = .551
-.1044 
n = 27 
sig = .470
-.1544 
n = 27 
sig = .288
-.0830 
n = 27 
sig = .566
AO-i -.0861 
n = 27 
sig = .561
-.1013 
n = 27 
sig = .491
-.0096 
n = 27 
sig = .948
.0032 
n = 27 
sig = .983
-.0535 
n = 27 
sig = .715
-.0665 
n = 27 
sig = .651
-.0126 
n = 27 
sig = .931
Using Kendall's tau-b two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
Again, none of the Kendall's tau-b correlations reached significance at the .05 level for 
relapsing participants. Thus, for this sub-group the null hypothesis that there was no 
relationship between actual \ ought discrepancy and agitation-related emotions was 
accepted.
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Table Twelve: Correlations between actual-ought discrepancies with various emotions 
for the abstinent participants only
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
AO-n .0931 
n = 20 
sig = .594
-.0692 
n = 20 
sig = .690
.0401 
n = 20 
sig = .816
.1119
n = 20 
sig = .536
.0000 
n = 20 
sig= 1.000
-.0511 
n = 20 
sig = .766
.2315 
n = 20 
sig = .175
AO-i .0754 
n = 20 
sig = .665
-.0115 
n = 20 
sig = .947
.0570 
n = 20 
sig = .740
-.3965 
n = 20 
sig = .028
-.1072 
n = 20 
sig = .530
-.1245 
n = 20 
sig = .467
.0113 
n = 20 
sig = .947
Using Kendall’s tau-b two tailed test, p <.05
Key for the abbreviations used in the table:
• actual \ ought discrepancy for the nomothetic descriptors (AO-n)
• actual \ ought discrepancy for the idiographic descriptors (AO-i)
Only one significant finding was found to support the hypothesis when abstinent 
participants scores were used. This was a strong, negative correlation between the AO- 
i and the hostility subscale (-.3965 p <05) Once again participants supplied descriptors 
are involved in the relationship. But once again, the inverse relationship between 
actual \ ought discrepancy and hostility does not fit with the prediction that actual \ 
ought discrepancies are associated with agitation-related emotions.
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Hypothesis Five : The greater the intensity of emotions experienced the greater 
the likelihood of severity of alcohol dependence in relapsing participants
Table Thirteen: Correlations between various emotions and units consumed per week, 
the consumption subscale of the SADO and the severity of alcohol dependence total
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
Units per 
week
-.1875 
n = 27 
sig = .349
-.1454 
n = 27 
sig = .469
-.2295 
n = 27 
sig = .250
.0848 
n = 27 
sig = .674
-.2039 
n = 27 
sig = .308
-.2196 
n = 27 
sig = .271
-.0428 
n = 27 
sig =.832
Consumption
subscale
-.1511 
n = 27 
sig = .452
-.0133 
n = 27 
sig = .947
-.0757 
n = 27 
sig = .707
.2702 
n = 27 
sig =.173
.0232 
n = 27 
sig = .909
-.0926 
n = 27 
sig = .646
.1357 
n = 27 
sig = .500
Severity of
alcohol
dependence
.1587 
n = 27 
sig - .429
.3946 
n = 27 
sig = .042
.2884 
n = 27 
sig = .145
.2751 
n = 27 
sig = .165
.3369 
n = 27 
sig = .086
3111  
n = 27 
sig = .052
.3571 
n = 27 
sig = .067
Using Spearman’s rho, two tailed test, p <.05
Two strong, positive correlations were identified. Firstly, between the depression 
subscale and the severity of alcohol dependence total (.3946, p < .05) and secondly 
between the overall positive symptom total from the SCL-90-R and the severity of 
alcohol dependence (.377, p < .05)
It may be that there is a small, positive relationship between emotional distress as 
measured by the SCL-90-R and severity of drinking in the relapse sample, as the other 
two correlations to approach significance were the two global indices for the SCL-90- 
R. Such a relationship would provide support for the tension-reduction hypothesis. 
However, as only two of the twenty one correlations were statistically significant, it 
would seem that the null hypothesis should be accepted. This states that there is no 
relationship between the intensity of emotions experienced and the severity of alcohol 
dependence in relapsing participants.
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Hypothesis Six: Female participants will exhibit greater self-concept
discrepancies associated with greater intensity of emotions than male 
participants
Table Fourteen : Comparisons of male and female self-concept discrepancies for the 
total sample
Actual-ideal (n) Actual-ideal (i) Actual-ought
(n)
Actual-ought (i)
u = 227.0 
z = -.7502 
sig = .4532
u = 256.0 
z = -.1120 
sig = .9108
u = 245.5 
z = -.3444 
sig = .7305
u = 219.5 
z = -.9241 
sig = .3554
Using the Mann Whitney two tailed test, p <.05
As can be seen from Table Fourteen none of the findings from the two tailed Mann 
Whitney Test were significant at the .05 level. Therefore, the null hypothesis that 
women's self-concept discrepancies are no different from men's was accepted when 
considering the sample as a whole.
Table Fifteen: Comparison of male and female discrepancies for relapsing participants 
only
Actual-ideal (n) Actual-ideal (i) Actual-ought (n) Actual-ought (i)
u = 82.0 u = 69.5 u = 73.0 u = 68.0
z = -.1519 z = -.7968 z = -.6123 z = -.8768
sig = .8793 sig = .4255 sig = .5403 sig = .3806
Using the Mann Whitney two tailed test. P <.05
As can be seen from Table Fifteen none of the findings from the two tailed Mann 
Whitney Test were significant at the .05 level. Therefore, the null hypothesis that 
women's self-concept discrepancies are no different from men's was accepted when 
considering relapsing participants only.
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Table Sixteen: Comparison of male and female discrepancies for abstinent participants
only
Actual-ideal (n) Actual-ideal (i) Actual-ought (n) Actual-ought (i)
u = 36.5 u = 37.0 u = 34.0 u = 40.5
z = -.8947 z = -.8744 z = -1.0967 z = -.5871
sig = .3710 sig = .3819 sig = .2728 sig = .5571
Using the Mann Whitney two tailed test, p <.05
As can be seen from Table Sixteen none of the findings from the two tailed Mann 
Whitney Test were significant at the .05 level. Therefore, the null hypothesis that 
women’s self-concept discrepancies are no different from men's was accepted when 
considering abstinent participants only.
Table Seventeen : Comparisons of male and female intensity of emotional distress for 
the total sample
Bede
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
u = 209.5 
z =-1.1295 
sig = .2587
u = 236.5 
z = -.5366 
sig = .5915
u = 235.0 
z = -.5697 
sig = .5689
u = 255.5 
z = -.1212 
sig = .9035
u = 231.0 
z = -.6568 
sig =.5113
u = 242.5 
z = -.4051 
sig = .6854
u = 205.5 
z = -1.2148 
sig =.2244
Using the Mann Whitney, two tailed test, p < .05
Again, none of the findings from the comparisons between men and women on the 
measures of emotional distress reached significance either. Therefore the null 
hypothesis that there was no difference between the intensity of emotional distress 
between men and women was accepted when considering the whole sample.
303
Table Eighteen: Comparisons of male and female intensity of emotional distress in 
relapsing participants only
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
u = 42.5 
z = -2.1382 
sig = .0325
u = 57.5 
z = -1.3822 
sig = .1669
u = 63.0 
z = -1.1070 
sig = .2683
u = 82.0 
z = -.1510 
sig = .8799
u = 55.5 
z = -1.4816 
sig = .1384
u = 62.5 
z = -1.1309 
sig = .2581
u = 62.0 
z = -1.1554 
sig = .2479
Using the Mann Whitney two tailed test, p <.05
When considering relapsing women compared to relapsing men, the women do score 
significantly higher than the men on the Beck Depression Inventory (U = 42.5 sig = 
.0325) The average BDI score for relapsing men was 12.47 whereas it was 22.0 for 
relapsing females. For all the other measures the null hypothesis was accepted because 
there was no significant difference between the scores.
Table Nineteen: Comparisons of male and female intensity of emotional distress in 
abstinent participants only
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global
severity
index
Positive
symptom
total
Positive
symptom
distress
u = 43.5 
z = -.3494 
sig = .7268
u = 34.5 
z = -1.0467 
sig = .2952
u = 43.5 
z = -3.481 
sig = .7278
u = 44.0 
z = -.3199 
sig = .7491
u = 40.0 
z = -.6177 
sig = .5368
u = 35.5 
z = -.9655 
sig = .3343
u = 37.5 
z = -.8104 
sig = .4177
Using the Mann Whitney two tailed test, p <.05
None of the correlations reached significance at the .05 level. Therefore, when 
considering male and female abstinent participants there is no significant difference 
between their scores on the emotional measures used and the null hypothesis was 
accepted.
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Hypothesis Seven : Abstinent participants will have smaller self-concept
discrepancies associated with less intense emotions than those relapsing
Table Twenty: Comparisons of abstinent and relapsing participants self-concept 
discrepancies
Actual-ideal (n) Actual-ideal (i) Actual-ought (n) Actual-ought (i)
u = 246.5 u = 233.0 u = 246.5 u = 212.5
z = -.5098 z = -.8152 z = -.5134 z = -1.2589
sig = .6102 sig = .4150 sig = .6077 sig = .2081
Using the Mann Whitney two tailed test, p < .05
As none of the findings were significant, the null hypothesis that there was no 
significant difference between the self-concept discrepancies of abstinent participants 
from those relapsing was accepted.
Table Twenty One: Comparisons of abstinent and relapsing participants intensity of 
emotional distress
Beck
Depression
Inventory
Depression
subscale
Anxiety
subscale
Hostility
subscale
Global severity 
index
Positive 
symptom total
Positive
symptom
distress
u =  1 5 2 .5  
z  =  - 2 .5 3 3 8  
s i g  =  .0 1 1 3
u =  1 4 9 .0  
z  =  - 2 .6 0 5 8  
s ig  =  . 0 0 9 2
u  =  1 6 7  
z  = - 2 .2 1 9 0  
s ig  =  .0 2 6 5
u  =  1 7 7 .5  
z  =  - 2 .0 0 4 6  
s ig  =  .0 4 5 0
u =  1 6 6 .5  
z  = - 2 .2 2 7 8  
s i g  =  .0 2 5 9
u = 1 5 8 . 5  
z  =  - 2 .4 0 0 3  
s i g = . 0 1 6 4
u = 193.5 
z = -1.6464 
sig =  .0997
Using the Mann Whitney two tailed test, p <.05
As can be seen from table nine, all of the findings were significant at the .05 level apart 
from one. Thus, abstinent participants had significantly lower scores than those 
relapsing on the following measures: the Beck Depression Inventory, the depression, 
anxiety and hostility subscales, global severity index and the positive symptom total 
from the SCL-90-R. For all these measures the null hypothesis was rejected.
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It would seem that the first part of the hypothesis seven was rejected, with the finding 
that there is no difference between the self concept discrepancies of abstinent from 
relapsing participants. However, the second part was supported. Namely, that 
abstinent participants do have less intense emotional distress than those relapsing.
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6.0 Discussion
The results of the present study did not provide support for the predictions tested 
arising from Higgins (1987) Self-Concept Discrepancy Theory. Participants with larger 
self-concept discrepancies did not show greater emotional distress than those with 
smaller self-concept discrepancies, when the sample as a whole was examined. Only 
when relapsing and abstinent groups were looked at separately, were five significant 
results obtained, three of which run counter to the predictions of the theory. However, 
the correlation between the actual \ ideal discrepancy from idiographic descriptors with 
the global severity index and the positive symptom total for relapsing participants was 
significant. Suggesting that for relapsing participants the strength of the idiographic 
discrepancy was related to the intensity of emotional distress displayed.
There was little support for the notion that specific kinds of self-concept discrepancies 
relate to specific kinds of affective consequences. Thus, participants displaying a 
predominant actual-ideal discrepancy did not display higher levels of dejection-related 
emotions when the abstinent participants were considered. Only three significant 
results were obtained from the total sample and relapse sample, two of which ran 
counter to the prediction of the theory. The most direct support for the proposed 
relationship was found in the relapse sample, between the actual \ ideal discrepancy 
from idiographic descriptors with the positive symptom total. Likewise, participants 
displaying a predominant actual-ought discrepancy did not display higher levels of 
agitation-related emotions when the total sample or relapse group were considered. 
Only one significant result was found from the abstinent group and that was in the 
opposite direction to that proposed by the theory. A number of possible reasons for 
these findings will now be discussed.
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6.1 Participants
It may be that the participants did not possess large enough self-concept discrepancies, 
with which to examine the predictions derived from the theory. Possibly a sample of 
alcoholics undergoing in-patient treatment may have displayed greater self-concept 
discrepancies than those attending a Community Alcohol Team. Some such studies 
will now be reported.
White and Porter (1966) examined the self-concept reports of 35 hospitalised male 
alcoholics, as measured by the McKinney Sentence Completion Blank for relationships 
with the length of sobriety in hospital. Although the correlations were low (r = -.33 for 
length of time sober and favourable self-concept) there is a suggestion that the longer 
the alcoholic remained in the hospital (up to 3 months) and abstained from alcohol, the 
less favourable self-concept he reported, the more guilt feelings he expressed and the 
less ego strength he showed in facing up to crises. The authors proposed that such 
findings may be due to the patients participation in Alcoholics Anonymous (AA) 
meetings. They point to the demands placed on members by the fellowship, such as 
making an admission of helplessness. During the early sobriety period (1-3 months) 
members may feel more self depreciating as the meaning of ego surrender became 
apparent and group pressure in AA was intensified.
Carroll and Fuller (1969) examined whether alcoholics demonstrated a significant 
discrepancy between their actual and ideal selves and whether with increasing lengths 
of sobriety and as the alcoholic participates in Alcoholics Anonymous, this discrepancy 
will decrease. Five groups, each consisting of 20 participants were compared. Group 
one consisted of alcoholics with a short period of sobriety (20 days). Group two, three 
and four were drawn from prison populations. Group two consisted of alcoholics with 
at least 6 months enforced sobriety within a prison setting and at least 6 months of 
voluntary participation in AA. Group three consisted of alcoholics with at least 6 
months of enforced sobriety within a prison setting. Group four consisted of non­
alcoholics who had been in prison for at least 6 months. Group five consisted of non-
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alcoholics without alcoholic or criminal records. All the men were white and matched 
for age, education, intelligence and occupation.
They found that the three groups of alcoholics had greater actual-ideal self discrepancy 
than did the two groups of non-alcoholics. Alcoholics having a long period of sobriety 
in prison and who have participated in a voluntary AA programme had a significantly 
smaller actual-ideal self discrepancy than those alcoholics with only a short period of 
sobriety. There was no difference in the discrepancies demonstrated by both alcoholics 
having a long period of sobriety in prison without attending AA, and alcoholics having 
only a short period of sobriety. The authors concluded that length of sobriety and 
voluntary participation in AA interact to reduce significantly the alcoholic's actual-ideal 
self discrepancy. This finding would suggest that discrepancies are more likely to be 
found in relapsing alcoholics and those who have been abstinent for six months or 
more if they have not engaged with some form of therapeutic help, whether it be 
formal or informal. Thus, from the present study it would be expected that relapsing 
alcoholics should demonstrate greater discrepancies than those abstinent participants 
attending AA. Although no significant difference in the size of discrepancy between 
abstinent and relapsing participants was found, the findings which support some of the 
predictions of self-concept discrepancy theory, were obtained from the relapse group, 
especially when their actual \ ideal discrepancy for idiographic descriptors was 
considered.
Heather et al (1975) investigated the outcome of in-patient group therapy utilising the 
repertory grid technique derived from Kelly's Personal Construct Theory (1955). The 
assumption was that as an outcome of group therapy, successful patients would begin 
to interpret their problem with alcohol in new ways. The researchers elicited 
constructs at both admission and discharge from each patient while providing a 
standard list of relevant elements representing aspects of self-construction and role 
constructions of drinking behaviour. These were ideal self, typical alcoholic, future 
self, average drinker, social self (myself as others see me), recovered alcoholic, past 
self, teetotaller, actual self (myself as I am) and non benefiting alcoholic.
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They found that the actual self showed the largest and most consistent changes 
relevant to other elements, followed by the social self These appeared to represent a 
movement away from socially disapproved drinking roles and toward socially approved 
drinking roles.
Abstinent patients tended to see all alcoholics as the same, and as very different from 
other types of drinker. Whereas patients who relapsed distinguished between the 
typical alcoholic and the non benefiting alcoholic more readily. They also distinguished 
less between the average drinker and the two alcoholic roles. The abstinent patients 
viewpoint would be encouraged and supported within Alcoholics Anonymous, as they 
insist the alcoholic is never cured. These results also indicate that patients who do not 
recover their self respect and a feeling of respectability are likely to relapse.
Rollnick and Heather (1980) further studied the changes in self respect and 
respectability among alcoholic in-patients. Repertory grids were administered to 34 
alcoholics at admission and discharge points, using 12 supplied constructs and a set of 
elements which included actual self, ideal self and social self. Again they found the 
movement of the actual self which resulted in an improvement in self esteem was 
mirrored by a movement of the social self which represented an improvement in 
respectability. The suggestion is that other peoples assessment of the alcoholic, and the 
alcoholics own perception of the other persons assessment of them, are just as 
important as how the alcoholic see themselves. The implication is that staff attitudes 
about patients motivation and response to treatment are critical in the process of 
successful change. If staff judge the patient favourably they in turn are more likely to 
internalise such opinions for themselves.
Bailey and Sims (1991) studied fifty male inpatients receiving treatment for alcohol 
dependence. Using the repertory grid technique three elements were examined : self- 
when-sober, self-when-drunk and ideal self. The results suggested that they held 
unreaiistically favourable perceptions of sobriety and unrealistically unfavourable 
perceptions of drunkeness. Most possessed tightly organised construct systems, which 
are more resistant to change than loosely organised ones. No consistent changes in the
310
grid measures were found after treatment. Bailey and Sims (1991) recommended that 
treatment should look at the alcoholics perception of themselves, and their sober, 
drunk and ideal selves.
6.2 Interview Format
It may be that people would have revealed greater discrepancies with the anonymity of 
a postal questionnaire. The concern with this method was peoples understanding of the 
task, and their willingness to work through a fairly lengthy and somewhat repetitive 
questionnaire. On balance it would still seem most appropriate to use an interview 
format.
However, the context of a research interview may not have readily accessed 
participants' self-discrepancies. They may have wanted to present themselves in a 
favourable light. Further than that, it may well be that some of the relapsing alcoholics 
were in denial or were deceiving themselves about their drinking problem. If this was 
the case they would be unlikely to discuss any discrepancies between who they are and 
who they would like to be, even with a researcher.
6.3 The Selves Questionnaire
Since the Selves Questionnaire used in this study appeared insufficiently sensitive to 
participants discrepancies when the total sample was examined, it is not surprising that 
the null hypothesis was accepted for hypotheses two, three and four, all testing 
predictions from the theory And even the support for the hypotheses was sparse in 
comparison, and mixed in with contradictory findings. The Selves Questionnaire 
appeared insensitive to the subtle nature of internal self-conflicts presumably held by 
the participants. For it is hard to believe that they are all entirely comfortable with 
themselves and have achieved all that they want to out of life. It may have been that 
the reduction of the idiographic section to five descriptors reduced the likelihood of 
finding self-concept discrepancies, as it appeared the most often in the significant 
results. A more feasible explanation for the lack of evidence of self-concept
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discrepancies is that many of the words chosen for the different concepts (e.g., either 
the actual, ideal or ought selves) were non-matches and therefore did not enter into 
the discrepancy calculation. The second half of the self-discrepancy measure was only 
concerned with the amount of matches and mismatches between attributes, that is the 
relation between attributes, independent of the particular content of the attributes. 
This is because the theory proposes that it is the pattern o f interrelations among 
individuals' actual-self and self-guide attributes that is important when considering the 
likely emotional vulnerability they will suffer. However, such analysis necessarily omits 
a large proportion of the data gathered, as many of the attributes were non-matches. 
Wylie (1974) conducted a review of the research studies which used discrepancy 
scores and concluded that the variance captured in discrepancy scores reflects 
primarily actual-self ratings. The major difficulty in developing a good measure of self­
esteem that evaluates actual-ideal discrepancy according to Wylie (1974) is the 
variation between individuals in the nature and standards that they employ during self- 
evaluation. Even with these drawbacks, such observations suggest that an idiographic 
measure will assess the role of actual-ideal discrepancy and the importance of actual- 
self attributes in determining self-esteem.
Hoge and McCarthy (1983) compared a discrepancy measure to both self evaluations 
(the Rosenberg Scale, the Coopersmith Scale and the question 'how well are you doing 
in school ?) and teacher evaluations (direct evaluation of students along two seven 
point semantic differentials, behavioural rating scale and subjective dimensional self 
esteem). The discrepancy measure was a questionnaire consisting of eight statements 
of self-rating on specific dimensions (e.g. I am smart, Adults think well of me) with six 
response categories, scored from 1 to 6. A ninth open ended question was included. 
Participants were then asked to rate their ideal-self on the same dimensions. They 
found that real-ideal discrepancy scores were not very valid predictors of global self­
esteem. Self-ratings by themselves were superior predictors. Also, the real-self 
evaluations of the participants were superior to real-ideal discrepancy scores in 
predicting the appropriate teacher evaluations. Hoge and McCarthy concluded that
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real-ideal discrepancy measures include large amounts of error which reduce their 
reliability and validity. However, it must be remembered that their discrepancy measure 
was in the main, a nomothetic measure with supplied constructs for participants to rate 
themselves on.
Another issue is the selection of the significant other by the participant. Many 
participants spontaneously pointed out that their answers would be very different if 
they had chosen somebody else that is important to them for this task. The idea for 
leaving the choice to the individual was so that they would use the most meaningful 
and salient person of the moment.
At the final analysis, the open ended nature of the idiographic section reduced the 
likelihood of detecting discrepancies. It may have been useful to force people to rate 
themselves using the attributes they provided for their actual-self, for both the ideal 
and ought selves. In this way it would be easier to detect matches, mismatches and 
genuine non-matches.
A final point to mention is the major omission from this study, of not asking 
participants whether they also consumed prescribed and illicit drugs. A couple of the 
relapse sample spontaneously mentioned their use of Prozac. If substantial numbers of 
relapsing participants are taking anti-depressant medication the lower depression score 
of the abstinent participants is all the more significant. However, since this information 
was not sought it was not possible to explore this further.
6.4 Other Findings
It was not only the predictions from self-concept discrepancy theory that were 
unsupported. Hypothesis four stated that those relapsing alcoholics displaying a greater 
intensity of emotional distress would be more dependent upon alcohol than those with 
less emotional distress. This tension reduction hypothesis was unsupported by the 
current findings, with only two out of twenty one correlations reaching significance. 
Finally, there was little evidence to support the proposal that female alcoholics were 
more emotionally distressed than their male colleagues. Only for the relapse sample did
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women score significantly higher than their male counterparts on the BDI. Such a 
result may well reflect the fact that depressive symptoms are more likely to be reported 
by female alcoholics than male alcoholics (Schuckit and Winokur, 1974., Hatsukami 
and Pickens, 1982). Or it may well be that female alcoholics are more depressed. 
Certainly, not all studies have found greater psychopathology in female alcoholics 
when compared to male alcoholics. The Ross et al (1988) study did not find higher 
rates of psychiatric disorders among female alcoholics when compared to male 
alcoholics. What she did find was that females were more likely to have anxiety and 
psychosexual disorders and bulimia, while men were more likely to be diagnosed as 
having an antisocial personality disorder, a pathological gambling disorder.
Although finding little evidence to support Self-Concept Discrepancy Theory, three 
significant results were obtained. Firstly, as predicted there was no relationship 
between the five nomothetic descriptors supplied with the participants self-nominated 
actual-self, ideal-self and ought-self attributes whether considering the total sample or 
each of the sub-groups. Although the scores obtained on the selves questionnaire were 
distinct when considering either nomothetic or idiographic sections, they were not 
significantly different across the ideal and ought selves, the conceptual distinction that 
the self-discrepancy theory rests upon. It would seem that the participants did not 
distinguish between their ideal and ought guides.
The second finding revealed that even when participants demonstrate similar scores 
on the selves questionnaire, their scores on measures of emotional distress can be 
significantly different. This was the case with the female relapse participants who had 
significantly larger scores on the BDI than relapsing males, even though their self- 
concept discrepancies were not significantly different. The same was true for the 
abstinent participants, who had similar profiles to the relapse sample on the selves 
questionnaires, yet much lower scores on measures of depression, anxiety , hostility., 
global severity index and positive symptom total. The global severity index on the 
SCL-90-R combines information concerning the number of symptoms reported with 
the intensity of the perceived distress, and is regarded as the best single indicator of the
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current level or depth of emotional distress. The positive symptom total is simply a 
reflection of the number of symptoms endorsed by the respondent, regardless of the 
distress reported. It can be interpreted as a measure of symptom breadth. As the 
abstinent participants had lower scores on both of these measures, the findings indicate 
that abstinent participants had a narrower, and less intense range of emotional 
symptoms than those from the relapse group.
6.5 Outcome studies
Self guides change when a person moves from one social life phase to another, such as 
the formation of an ought / teacher guide or an ideal / peers guide during a child's 
school years (Higgins and Parsons, 1983) or an ought / boss guide in later life. It may 
be that people who benefit from Alcoholics Anonymous (AA) acquire a new ought 
guide, consisting of many of the 12 step teachings. The medical model espoused by AA 
requires members to accept that they are alcoholics for life, and will always be 
vulnerable to returning to drinking heavily. AA is a pragmatic, simplified, spirtitual 
approach to life. Unlike in the wider social drinking context, in AA the norm is not to 
drink, and the person is helped to accept the need for outside help with his problem. 
The sharing of problems reduces feelings of isolation, anxiety and guilt, and helping 
others along the path of recovery strengthens self-esteem. Meeting others who have 
recovered gives hope and encouragement
Brown (1985) found tension reduction beliefs powerful predictors of relapse 12 
months after treatment. It would seem that increasing client's awareness of their 
tension and whether it is internally or externally generated, alongside teaching them 
alternative tension relieving skills, such as assertiveness, expressing their emotions 
more readily, talking things through etc. would be helpful for clients attending services 
for help with their alcohol problem.
Ray, Friedlander and Soloman (1984) used the Rational Behaviour Inventory (Shorkey 
and Whiteman, 1977) which assesses the extent to which individual's endorse specific 
irrational beliefs, to examine pre- and posttreatment scores. Sixty two male alcoholics
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took part in a six week in-patient programme. Patients spent the initial two weeks in a 
detoxification unit, then two weeks in physical rehabilitation and the final two weeks 
in an ’intensive psychoeducational programme’ This included group Rational Emotive 
Therapy, group educational discussions of the health hazards of excessive drinking, 
individual cognitive-behavioural counselling, and the opportunity to attend AA 
meetings. Findings suggested that the programme was helpful. The patients changed 
towards a more rational stance, suggesting they were less prone to disturb themselves 
on the basis of inaccurate or unfounded internal self-statements or expectations. They 
also moved towards more active control of their lives.
Some research suggests that both therapy (Ends and Page, 1961) and enforced 
sobriety (Connor, 1962., Fox, 1965) are effective in reducing the alcoholics actual- 
ideal self discrepancy. White (1965) in a study of male alcoholics found that members 
of AA who were sober for three years differed significantly from members one to three 
months sober in psychometrically assessed personality characteristics and cognitive 
functioning. The three year sober members had greater ego strength , integration and 
confidence.
MacAndrew and Garfinkel (1962) using the Q-sort technique obtained the sober-self, 
drunk-self, and ideal-self descriptions of 62 white males who attended an outpatient 
clinic. The subject's sober-self and drunk-self portrayals were very dissimilar. 
However, the gap between actual-self and ideal-self was larger in the drunk-self 
description, (p <01) But within this finding were considerable individual differences. 
For instance, whilst the drunk-self descriptions of 25 subjects decreased self esteem, 8 
subjects portrayed a significant increase in self-esteem. It would seem from this finding 
that only a small number of participants possibly drank to reduce the discrepancy 
between their actual and ideal selves. Excessive drinking, like many behaviours is likely 
to be influenced by a multitude of factors, ranging from the individuals biological and 
psychological make-up to the cultural attitudes towards drinking held in a particular 
country. Although this study has examined only one small part of an individuals 
psychological profile which may play a part in their drinking, what relevance do the
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findings from this study have for the field of addictive behaviours as well as the wider 
field of clinical psychology ?
6.6 Clinical Implications
Large numbers of people drink alcohol, and 6% of male and 2% of female drinkers 
responding to the General Household Survey (1996) drink more than 50 and 35 units 
respectively of alcohol per week. Although such dangerous drinking levels reside in a 
small population of drinkers, nevertheless the associated social and interpersonal 
problems of these individuals suggests that most clinical psychologists, regardless of 
the specialty in which they work, will come across clients who are either personally 
addicted to alcohol or whose lives have been adversely affected by someone close to 
them who is an alcoholic. Thus, awareness of alcohol abuse and its effects is relevant 
to many professionals working in the helping professions, not only those directly 
involved with alcoholics on a regular basis.
Motivational interviewing is a widely used technique within the field of addictive 
behaviours. The therapeutic concept of motivational interviewing (Prochaska and 
DiClemente, 1984., Miller, 1983) suggests that key personal constructs, internal 
attribution, self -efficacy and self esteem must be addressed if alcohol abusing 
behaviour is to be changed. Motivational interviewing is a particular way to help 
people recognise and do something about their present or potential problems. It is 
intended to help resolve ambivalence and to get a person moving along the path to 
change. The therapist is often working actively to create discomfort and discrepancy. 
The aim is to create, and amplify, in the client's mind, a discrepancy between present 
behaviour and longer term goals. According to Miller (1985) motivation for change is 
created when people perceive a discrepancy between their present behaviour and 
important personal goals. This often involves the therapist in clarifying important goals 
for the client, and exploring the consequences or potential consequences of his or her 
present behaviour which conflict with these goals. Asking the client to reflect upon 
their actual, ideal and ought selves and from a variety of standpoints could prove a
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useful addition to this awareness raising approach. By exploring the discrepancies 
between how a client regards themselves at the moment and how they feel they ought 
to be or would ideally like to be, may well enable them to address the discrepancy in 
terms of making changes to reduce the discrepancy in longer term, constructive ways. 
Self-concept discrepancy theory proposes that people's interpretations and evaluations 
of important life events, whether past, present or future are affected by their self­
beliefs, particularly by the distinct patterns of relationships between them. Thus, the 
same event can produce different emotional and motivational responses in different 
people or even in the same person at different times, depending on which particular 
self-belief pattern is activated by the event. This suggests that it may be fruitful to use 
the idiographic section of the selves questionnaire with clients during the course of 
therapy, from the initial interview stage onwards, so that clients could review their 
actual, ideal and ought self descriptions. It may be then be possible to identify the 
strength of various self-guides before, during and after an activating event, such as a 
court appearance to establish custody of a child. Such a longitudinal approach may 
help clients to identify the influence of their self-guides and whether they need to alter 
their behaviour or their self-guide in order to reduce their discomfort and emotional 
distress. In this sense, self-guides appear similar to negative automatic thoughts if the 
self-guides are absolute and perfectionistic. The idiographic nature of the second half 
of the selves questionnaire, which could be used in clinical work, allows criteria of 
improvement to be defined for each individual. Obviously, a more detailed exploration 
of the content of a client’s actual, ideal and ought selves may provide useful material to 
work with. It is also likely that the process of identifying such facets of the self will be 
thought provoking and helpful to clients, whether a quantifiable discrepancy score is 
obtained or not. Such a technique need not be restricted to alcohol clients alone, and 
could prove useful with a range of other client groups.
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Appendix Three : Consent Form
WRITTEN CONSENT FORM
This is a research project investigating the relationships between your own views of yourself, 
how you think people who are important to you see you, and how you feel It is hoped that 
your responses to the questionnaire will help us to understand these relationships better, and 
to establish there relevance to people with a history of using alcohol.
Four questionnaires will be completed during the one off interview, and instruction for 
completion will be given by the interviewer. In addition you will be asked to complete 'The 
Background Information Sheet' which asks about your age, current drinking pattern etc. The 
interview is likely to require between one to two hours of your time, and will take place at 
the SAAS building here in Worthing.
Participation in this project is entirely voluntary. Your choice to participate will not effect 
your contact with your key worker at SAAS in any way. The information you give will be 
strictly confidential.
Name of investigator
Roberta Fry
Trainee Clinical Psychologist 
Options
24, Grafton Road,
Worthing.
BN11 1QP
Tel. (01903) 204539
IF YOU WOULD BE WILLING TO HELP* PLEASE WRITE YOUR NAME. 
ADDRESS AND PHONE NUMBER BELOW IN BLOCK CAPITALS AND GIVE 
YOUR SIGNATURE WHERE INDICATED.
PLEASE SEND THE COMPLETED FORM IN THE STAMPED ADDRESSED 
ENVELOPE PROVIDED.
I (Name of participant)................................................................... ................. .......................
of (Address of the participant)  ...................................... .................................... ...............
Phone Number.........................................................................................................................
hereby give my consent to take part in the above investigation, the nature and purpose of 
which has been explained to me. I understand that participation is voluntary and that it in no 
way effects the care that I receive.
Signed Date.
Appendix Four : Background Information
Background Information.
Age:
Sex:
Current drinking pattern:
Rate:
Units per week:
How long in treatment with Options ?
How many in-patient de-toxifications ?
Appendix Five : Beck Depression Inventory
Date:
lame:
)ccupation:
Marital Status: 
Education:____
Age: Sex:
his questionnaire consists of 21 groups of statements. After reading each group of statements carefully, 
ircle the number (0, 1, 2 or 3) next to the one statement in each group which best describes the way you 
ave been feeling the past week, including today. If several statements within a group seem to apply equally 
yell, circle each one. Be sure to read all the statements in each group before making your choice.
1 I do not feel sad.
I feel sad.
I am sad all the time and I can’t snap out of it. 
I am so sad or unhappy that I can’t stand it.
I am not particularly discouraged about the 
future.
I feel discouraged about the future.
I feel I have nothing to look forward to.
I feel that the future is hopeless and that 
things cannot improve.
I do not feel like a failure.
I feel I have failed more than the 
average person.
As I look back on my life, all I can see is 
a lot of failures.
I feel I am a complete failure as a person.
I get as much satisfaction out of things as I 
used to.
I don’t enjoy things the way I used to.
I don’t get real satisfaction out of anything 
anymore.
I am dissatisfied or bored with everything.
I don’t feel particularly guilty.
I feel guilty a good part of the time.
I feel quite guilty most of the time.
I feel guilty all of the time.
I don’t feel I am being punished.
I feel I may be punished.
I expect to be punished.
I feel I am being punished.
I don’t feel disappointed in myself.
I am disappointed in myself.
I am disgusted with myself.
I hate myself.
8
2
3
9 °
1
2 
3
10 0
1
2
3
12 o
13 o
I don’t feel I am any worse than 
anybody else.
I am critical of myself for my weaknesses 
or mistakes.
I blame myself all the time for my faults.
I blame myself for everything bad 
that happens.
I don’t have any thoughts of killing myself.
I have thoughts of killing myself, but I 
would not carry them out.
I would like to kill myself.
I would kill myself if I had the chance.
I don’t cry any more than usual.
I cry more now than I used to.
I cry all the time now.
I used to be able to cry, but now I can’t cry 
even though I want to.
11 0 I am no more irritated now than I ever am.
1 I get annoyed or irritated more easily than 
I used to.
2 I feel irritated all the time now.
3 I don’t get irritated at all by the things that 
used to irritate me.
I have not lost interest in other people.
I am less interested in other people than 
I used to be.
I have lost most of my interest in 
other people.
I have lost all of my interest in other people.
I make decisions about as well as 
I ever could.
I put off making decisions more than 
I used to.
I have greater difficulty in making 
decisions than before.
I can’t make decisions at all anymore.
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0 I don’t feel I look any worse than I used to.
1 I am worried that I am looking old or 
unattractive.
2 I feel that there are permanent changes 
in my appearance that make me look 
unattractive.
3 I believe that I look ugly.
I can work about as well as before.
It takes an extra effort to get started at 
doing something.
I have to push myself very hard to do 
anything.
I can’t do any work at all.
I can sleep as well as usual.
I don’t sleep as well as I used to.
I wake up 1-2 hours earlier than usual 
and find it hard to get back to sleep.
I wake up several hours earlier than I 
used to and cannot get back to sleep.
I don’t get more tired than usual.
I get tired more easily than I used to.
I get tired from doing almost anything. 
I am too tired to do anything.
My appetite is no worse than usual.
My appetite is not as good as it used to be. 
My appetite is much worse now.
I have no appetite at all anymore.
19 o I haven’t lost much weight, if any, lately.
1 I have lost more than 5 pounds.
2 I have lost more than 10 pounds.
3 I have lost more than 15 pounds.
I am purposely trying to lose weight by 
eating less. Yes_______No _ _ _ _
28 o I am no more worried about my health
than usual.
1 I am worried about physical problems 
such as aches and pains; or upset 
stomach; or constipation.
2  I am very worried about physical 
problems and it’s hard to think of 
much else.
3 I am so worried about my physical 
problems that I cannot think about 
anything else.
21 o I have not noticed any recent change
in my interest in sex.
1 I am less interested in sex than I used 
to be.
2 I am much less interested in sex now.
3 I have lost interest in sex completely.
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Appendix S ix : SCL-90-R
Symptom Checklist-90-R
^eonard R. Derogatis, PhD
Last Name First Ml
ID Number
Age Gender Test Date
DIRECTIONS:
1. Print your name, identification number, age, 
gender, and testing date in the area on the left 
side of this page.
2. Use a lead pencil only and make a dark mark 
when responding to the items on pages 2 and 3.
3. If you want to change an answer, erase it 
carefully and then fill in your new choice.
4. Do not make any marks outside the circles.
)opyright © 1993 NATIONAL COMPUTER SYSTEMS, INC. All rights reserved. Adapted 
ir reproduced w ith authorization from the SC L-90-R  test. Copyright © 1975 LEONARD 
I. DEROGATIS, PhD. All rights reserved. Published and distributed exclusively by National 
Computer Systems, Inc., P. O. Box 1416, Minneapolis, MN 554 4 0 .
’rinted in the United States of America.
SC L-90-R ” is a registered trademark of Leonard R. Derogatis, PhD.
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INSTRUCTIONS:
B elow  is a  list of prob lem s p eo p le  so m e tim e s  have. 
P le a s e  read e a c h  o n e  carefully, and blacken  th e  circle  
that b e s t  d e s c r ib e s  HOW MUCH THAT PROBLEM HAS 
D IST R E SSE D  OR BOTHERED YOU DURING THE PAST 7 
DAYS INCLUDING TODAY. B lacken  th e  circle for only o n e
num ber for e a c h  problem  and d o  not skip any item s. If 
you ch a n g e  your mind, e r a s e  your first mark carefully. 
R ead the exam p le  b efore  beginning, and if you have any  
q u estio n s  p le a s e  a sk  them  now .
EXAMPLE
HOW MUCH WERE YOU DISTRESSED BY:
B o d y a c h e s1
/ W / / /  HOW MUCH WERE YOU DISTRESSED BY:
7 V- / x ' s> /  jks /  /o  /  /
1 (?) ® © © H e a d a c h e s
2 0 1 © © - N e r v o u sn e ss  or sh a k in e s s  inside
3 © © © © © R ep ea ted  u n p leasan t thou gh ts that w o n ’t leave  your mind
4 0 1 © © © F a in tn ess  or d iz z in e ss
5 ® © ® © ® L o ss  of sex u a l in terest or p leasu re
6 0 1 © © © Feeling critical of o th ers
7 (o') © ® © ® T he idea  that s o m e o n e  e ls e  can  control your thoughts
8 0 1 © ® ® F eeling o th ers are to b lam e for m ost of your troubles
9 0 © © © © Trouble rem em bering th ings
10 0 1 © 0 © Worried about s lo p p in e s s  or c a r e le s s n e s s
11 ® © © © © Feeling ea s ily  a n n oyed  or irritated
12 o; 1 © © © P ains in heart or c h e s t
13 ® © © 0 © Feeling afraid in o p en  s p a c e s  or on th e  s tr e e ts
14 0 © © 0 © Feeling low  in en ergy  or s lo w ed  dow n
15 ® © © © © T houghts of en d in g  your life
16 0 © © © 0 Hearing v o ic e s  that o ther p eo p le  do not hear
17 ® © © © © Trembling
18 0 © © © 0 F eeling that m ost p e o p le  can n ot b e  trusted
19 ® © © © © Poor ap p etite
20 0 © © (I) © Crying ea sily
21 ® © © © © F eeling sh y  or u n e a sy  with the o p p o s ite  s e x
22 ® © © © © F eelin gs of being trap ped  or cau gh t
23 ® © © 0 © S u d d en ly  sc a r e d  for no reason
24 ® 0 © © 0 Tem per outb ursts that you could  not control
25 ® © © © © F eeling afraid to g o  out of your h o u se  a lon e
26 0 © © © © Blam ing you rself for th ings
27 ® © © 0 © P ains in low er back
28 ® © © © © F eeling b lock ed  in getting th ings d on e
29 0 © © © © F eeling lonely
30 0 0 (2) © © F eeling blue
31 0 © © © 0 W orrying to o  m uch about th ings
32 ® © 0 3 0 F eeling no in terest in th ings
33 0 © © 0 F eeling fearful
34 0 © © © 0 Your fee lin g s  being ea s ily  hurt
35 ® © © © 0 O ther p eo p le  being aw are of your private thoughts
36 ® © 1 © 0 F eeling o th ers do not understand you or are u n sym p ath etic
37 ® © © © 0 Feeling that p eo p le  are unfriendly or dislike you
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38 ® 0 © 4 Having to do th in gs very slow ly  to insure c o r r e c tn e s s
39 0 0 ® 0 Heart pounding or racing
40 0 0 © © (4 ) N a u se a  or u p se t sto m a ch
41 ® 0 0 © 0 Feeling inferior to o th ers
42 0 0 © © I 4 S o r e n e s s  of your m u sc le s
43 0 © 0 © 0 F eeling that you are w a tch ed  or talked about by oth ers
4 4 0 0 © © 0 Trouble falling a s le e p
45 ® © © © 0 Having to c h e c k  and d o u b le -c h e c k  w hat you do
46 0 0 0 4 Difficulty m aking d e c is io n s
47 ® 0 0 © 0 F eeling afraid to travel on b u se s , su b w a y s, or trains
48 0 0 © © © Trouble getting your breath
49 0 0 © © 0 Hot or cold  sp e lls
50 ® 0 © © 0 Having to avoid certa in  th ings, p la ce s , or activ ities b e c a u s e  th ey  frighten you
51 ® 0 0 © 0 Your mind going blank
52 0 0 © © © N u m b n ess  or tingling in parts of your b ody
53 © 0 © © 0 A lump in your throat
54 0 © © 0 F eeling h o p e le s s  ab ou t th e  future
55 0 0 0 © 0 Trouble con cen tratin g
56 ® 0 0 © 0 F eeling w ea k  in p arts of your b od y
57 ® 0 © © 0 F eeling te n s e  or k eyed  up
58 ® 0 © © 0 H eavy fee lin g s  in your arm s or le g s
59 0 0 © © © T houghts of d eath  or dying
60 0 © © © 0 O vereating
61 0 0 © © 0 F eeling u n e a sy  w h en  p e o p le  are w atch in g  or talking about you
62 @ 0 © 3 0 Having though ts that are not your ow n
63 0 0 © © 0 Having u rges to b eat, injure, or harm so m e o n e
64 0 0 © © 0 A w akening in th e  early morning
65 0 0 © © 0 Having to rep ea t th e  s a m e  a ctio n s su ch  a s  touching, counting, or w ash in g
66 0 0 © © 0 S le e p  that is r e s t le s s  or d isturbed
67 0 © © © 0 Having u rges to break or sm a sh  th ings
68 0 0 © © © Having id ea s  or b e lie fs that o th ers do  not sh a re
69 0 0 © © 0 F eeling very s e lf -c o n s c io u s  with o th ers
70 0 0 © © 0 Feeling u n e a sy  in crow d s, su ch  a s  sh op p in g  or at a  m ovie
71 0 0 © © 0 F eeling everyth ing  is an effort
72 0 1 © © 0 S p e lls  of terror or panic
73 0 0 © © 0 F eeling un com fortab le abou t eating or drinking in public
74 0 1 © 3 0 G etting into frequent argum en ts
75 0 © © ® 0 Feeling n ervou s w h en  you are left a lon e
76 0 0 © ® 0 O thers not giving you proper cred it for your a ch iev em en ts
77 0 0 © © 0 F eeling lonely ev en  w h en  you are with p eo p le
78 ® 0 ® 3 0 F eeling s o  r e s t le s s  you cou ld n ’t sit still
79 0 0 © © 0 F eelin gs of w o r th le s s n e s s
80 0 0 © © 0 T he feelin g  that som eth in g  bad is going to h ap p en  to you
81 0 0 © 0 0 Shouting or throw ing th ings
82 0 0 © © 0 F eeling afraid you will faint in public
83 0 0 © © 0 Feeling that p eo p le  will take a d van tage  of you if you let them
84 0 0 © © 0 Having thou ghts about s e x  that bother you a  lot
85 0 0 © 3 0 T he idea that you should b e  p un ished  for your s in s
86 0 © © © 0 T houghts and im a g es  of a frightening nature
87 0 0 © © 0 T he idea  that som eth in g  ser io u s  is w rong with your b od y
88 0 0 © © 0 N ever feeling  c lo s e  to an other p erson
89 0 0 ® © 0 F eelin gs of guilt
90 0 © © 0 0 T he idea that som eth in g  is w rong with your mind
Appendix Seven : The Selves Questionnaire
Part O n e : A
Please circle the number which best indicates the extent to which you believe you are
actually like the following descriptions :
Smart \  Intelligent
1 2 3
Not at all true of me Slightly true of me Quite true of me
A Good person
Very true of me Extremely true of
me
1 2 3
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of 
me
Caring (about other people's feelings)
1 2 3 4
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of 
me
Friendly
1 2 3
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of 
•;me
Good looking
1 2 3 4
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of 
me
Please continue to the next page.
Now, please take a moment to think about yourself - about what you are like as a person. 
Think of a word that describes the type of person you think you actually are, write it down 
above the scale and circle the number which best indicates the extent to which you believe 
you are like that.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Now, think of another word that describes the type of person you think you actually are, 
write it down and circle the number which best indicates the extent to which you believe you 
are like that, and so on for the rest of the scales on this page.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Veiy true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2  3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Many thanks that is A done. Now please continue to Part 1 B.
Part One : B _ _
Please circle the number which best indicates the extent to which you would ideally want to 
be like the following descriptions
Smart \  Intelligent
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
A Good person
1 2 3 4 5
Not at all true o f me Slightly true of me Quite true of me Very true of me Extremely true of
me
Caring (about other people's feelings)
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Friendly
1 2 3 4 5
Not at all true of me Slightly true of me Quite true o f me Very true of me Extremely true of
me -
Good looking
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Please continue to the next page.
Now, please take a moment to think about yourself. Think of a word that describes the'type
of person you would ideally like to be, write it down above the scale and circle the number
which best indicates the extent to which you want ideally to be like that.
1 2  3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Now, think of another word that describes the type of person you would ideally like to be, 
write it down and circle the number which best indicates the extent to which you want 
ideally to be like that, and so on for the rest of the scales on this page.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1
Not at all true of me
1
Not at all true of me
2
SlighUy true of me
Slightly true of me
3
Quite true of me
3
Quite true of me
4
Very true of me
4
Very true of me
5
Extremely true of 
me
5
Extremely true of 
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Many thanks that is B done. Now please continue to Part 1 C.
Part O ne : C
Please circle the number which best indicates the extent to which you think you ought to be
like the following descriptions
Smart \ Intelligent
1 2 3 4 5
Not at all true of me Slightly true o f me Quite true of me Very true of me Extremely true of
me
A Good person
1 2 3 4 5
Not at all true of me Slightly true o f me Quite true o f me Very true of me Extremely true of
me
Caring (about other people's feelings)
1 2 3 4 5
Not at all true of me Slightly true o f me Quite true of me Very true of me Extremely true of
me
Friendly
1
Not at all true of me
Good looking
1
Not at all true of me
2
Slightly true of me
2
Slightly true o f me
3
Quite true of me
3
Quite true of me
4
Very true of me
4
Very true o f me
5
Extremely true of 
me
5
Extremely true of 
me
Please continue to the next page.
Now, please take a moment to think about yourself. Think of a word that describes the type
of person you think you ought to be like, write it down above the scale and circle the
number which best indicates the extent to which you believe you ought to be like that.
1 2  3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Now, think of another word that describes the type of person you think you ought to be like, 
write it down and circle the number which best indicates the extent to which you believe you 
ought to be like that.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Veiy true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Many thanks that is C done. Now please continue to Part 2 A.
Part Two : A
Please take a moment to think about how other people see you. Circle the number which
best indicates the extent to which your mother, father or friend, (whichever is most
meaningful or relevant to you) thinks you are like the following descriptions :
Smart \ Intelligent
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Veiy true of me Extremely true of
me
A Good person
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Caring (about other people's feelings)
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Friendly
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Good looking
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Please continue to the next page.
Now, using the same person as before (either mother, father or friend) think of a word that
describes the type of person they think you are like, write it down above the scale and circle
the number which best indicates the extent to which he or she believes you are like that.
1 2 3 4 5
Not al all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Now, using the same person as before (either mother, father or friend) think of another word 
that describes the type of person, that they think you are like, write it down and circle the 
number which best indicates the extent to which he or she believes you are like that, and so 
on for the rest of the scales on this page.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely tme of
me
1
Not at all true of me
1
Not at all true of me
1
Not at all true of me
2
Slightly true of me
2
Slightly true of me
2
Slightly true of me
3
Quite true of me
3
Quite true of me
3
Quite true of me
4
Very true of me
4
Very true of me
4
Veiy true of me
5
Extremely true of 
me
5
Extremely true of 
me
5
Extremely true of 
me
Many thanks, that is A done. Now please continue to Part 2 B.
Part Two : B
Please take a moment to think about how other people see you. Circle the number which
best indicates the extent to which your mother, father or friend, (whichever is most
meaningful or relevant to you) would ideally want you to be like the following descriptions
Smart \ Intelligent
1 2 3
Not at all true of me Slightly true o f me Quite true o f me Very true of me Extremely true of 
me
A Good person
1 2 3
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of 
me
Caring (about other people’s feelings)
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Friendly
1
Not at all true of me
Good looking 
1
Not at all true of me
2
Slightly true o f me
2
Slightly true of me
3
Quite true o f me
3
Quite true of me
4
Veiy true of me
4
Very true of me
5
Extremely true of 
me
5
Extremely true of 
me
Please continue to the next page.
Now, using the same person as before (either mother, father or friend) think of a word that 
describes the type of person they would ideally want you to be like, write it above the scale 
and circle the number which best indicates the extent to which he or she would want you to 
be like that.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Now, using the same person as before (either mother, father or friend) think of another word 
that describes the type of person that they would ideally want you to be like, write it down 
and circle the number which best indicates the extent to which he or she would want you to 
be like that, and so on for the rest of the scales on this page.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2  3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Many thanks, that is B done. Now please continue to Part 2 C, the final section !
XPart Two : C - -
Please take a moment to think about how other people see you. Circle the number which
best indicates the extent to which your mother, father or friend, (whichever is most
meaningful or relevant to you) thinks you ought to be like the following descriptions
Smart \ Intelligent
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
A Good person
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Caring (about other people's feelings)
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Friendly
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Good looking
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Please continue to the next page.
Now, using the same person as before (either mother, father or friend) think of a word that 
describes the type of person they think you ought to be like, write it down above the scale 
and circle the number which best indicates the extent to which he or she believes you ought 
to be like that.
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Now, using the same person as before (either mother, father or friend) think of another word 
that describes the type of person, that they think you ought to be like, write it down and 
circle the number which best indicates the extent to which he or she believes you are like 
that, and so on for the rest of the scales on this page.
1 2  3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2 3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
1 2  3 4 5
Not at all true of me Slightly true of me Quite true of me Very true of me Extremely true of
me
Many thanks and congratulations for reaching the end of this questionnaire !!!
Appendix Eight: The SADQ
S.A.D.Q.
NAME 
AGE 
SEX .
First o f  ail, w e would like you to  recall a recent month when you were drinking heavily in a w a y  
which, for you , was fairly typical o f  a heavy drinking period. Please’ fill in the month and th e  yea r .
MONTH   YEAR _______________
We would like to  know  more about your drinking during this time and during other periods when 
your drinking was similar. We want to  know how often you experienced certain feelings. P le a se  rep ly  
to each statement by putting a circle round ALMOST NEVER or SOMETIMES or OFTEN or NEARLY  
ALWAYS after each question.
First we want to  know about the physical symptoms that you have experienced first thing in th e  
morning during these typical periods of heavy drinking.
PLEASE ANSWER EVERY QUESTION
1. During a heavy drinking period, I wake up feeling sweaty.
ALMOST NEVER SOMETIMES OFTEN NEARLY A L W A Y S
2. During a heavy drinking period, my hands shake first thing in the morning.
ALMOST NEVER ’ : SOMETIMES OFTEN NEARLY ALWAYS
3 . During a heavy drinking period, my whole body shakes violently first thing in the morning if I d o
not havQ a drink.
ALMOST NEVER " -SOMETIMES OFTEN NEARLY ALWAYS
%
4. During a heavy drinking period, I wake up absolutely drenched in sweat.
"" " ALMOST N E V E R " ^ ^ f,s6M E T iM E Sv '! OFTEN -NEARLY ALWAYS
The following statements refer to  moods and states o f  mind you may have experienced first thing in 
the morning during these periods o f  heavy drinking.
5. When I'm drinking heavily, I dread waking up in the morning.-
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
6. During a heavy drinking period, I am frightened of meeting people first thing in the m o r n i n g .
ALMOST NEVER SOMETIMES ' OFTEN NEARLY ALWAYS
7. During a heavy drinking period, I feel at the edge o f despair when I awake.
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
8. During a heavy drinking period,. I feel very frightened when I awake.
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
S l A ' H. I B M  3 0 3 1
PLEASE ANSWER EVERY QUESTION
The following statements also refer to the recent period when your drinking was heavy, a n d  to  p e r i o d s  
like it.
9. During a heavy drinking period, I like to have a morning drink.
ALMOST NEVER SOMETIMES OFTEN N EARLY ALWAYS
10 . During a heavy drinking period, I always gulp my first few morning drinks down as q u ic k ly  as 
possible.
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
11. During a heavy drinking period, I drink in the morning to get rid o f  the shakes.
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
12. During a heavy drinking period, I have a very strong craving for a drink when I awake.
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
Again, the following statements refer to the recent period o f  heavy drinking and the periods like it
13. During a heavy drinking period, I drink more than a quarter of a bottle of spirits p e r  d a y  
(4 doubles or 1 bottle o f  wine or 4 pints o f  beer).
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
14. During a heavy drinking period, I drink more than half a bottle o f  spirits per day (or 2 bottles o f  
wine or 8  pints o f  beer).
ALMOST NEVER SOMETIMES OFTEN . N EAR LY  ALWAYS
15. During a heavy drinking period, I drink more than one bottle o f  spirits per day (or 4 bottles o f  
wine or 15 pints o f  beer).
ALMOST NEVER * SOMETIMES OFTEN NEARLY ALWAYS
16. During a heavy drinking period, I drink more than two bottles o f  spirits per day (or 8  b o t t l e s  o f  
wine or 30  pints o f  beer).
ALMOST NEVER SOMETIMES OFTEN NEARLY ALWAYS
IMAGINE THE FOLLOWING SITUATION:
(1) You have been COMPLETELY off drink for a FEW WEEKS.
(2) You then drink VERY HE AVI LY for TWO DAYS.
HOW WOULD YOU FEEL THE MORNING AFTER THOSE TWO DAYS OF HEAVY DRI NKI NG?
17. I would start to  sw ea t
NOT AT ALL SLIGHTLY MODERATELY QUITE A  LOT
18. My hands would shake.
NOT AT ALL SLIGHTLY MODERATELY QUITE A LOT
19. My body would shake.
NOT AT ALL SLIGHTLY MODERATELY QUITE A LOT
20. I would be craving for a drink.
NOT AT ALL SLIGHTLY MODERATELY QUITE A LOT
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